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CHAPTER I 
INTRODUCTION 
Purpose of Study 
The Massachusetts Eye and Ear Infirmary has been 
especially concerned about the number of glaucoma patients 
who fall to maintain regular contact with the Eye Clinic 
or discontLnue clinic attendance. It is assumed that 
the latter group is receiving no treatment and that the 
former group is giving inadequate attention to the medical 
regimen. The Infirmary was very interested in a follow-
up study on these patients, :first and foremost because 
the "penalty of neglect in glaucome is blindness. 111 Once 
the diagnosis of glaucoma is made it is imperative that 
treatment be consistently :followed. Secondly, systematic 
knowledge about this group of people would be invaluable 
to the pro,.essional personnel of the hospital in helping 
them to :formulate clinic and social service techniques 
which are acceptable to the patient and encourage him 
to adhere to the prescribed 111edical program. In a larger 
context, this study could shed more light on the meaning 
of chronic illness to the patient and his family and the 
influence of the :family on the patient's motivation to 
continue treatment. 
lwillis s. Knighton, M.D., lfGlaucoma and the 
Prevention of Blindness, It The Sight Saving Review, vol. 1.5 
(Summer, 194.5), p. 7.5. 
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In an effort to determine the reasons for the 
patients' negligence 1n clinic attendance we will take 
into consideration the life situations and medical his-
tories of the patients and seek answers to the following 
questions. 
l. What has been the patients • actual experience 
with glaueome and how have they 1n fact carried out 
treatment? 
2. To what extent did the patient and his family 
comprehend the nature of the disease and the necessity 
for treatment? How was this knowledge related to neglect 
of treatment? 
3. What were the attitudes of the patient and 
his family towards glaucoma, and did these attitudes 
serve to inhibit patient attention to treatment? 
4. Were there. other environmental or emotional 
difficulties or crises, past or present, which may have 
adversely affected the patient participation 1n the 
medical regimen? 
5. What was the quality of the patients' hospital 
experiences? Did the patients' experiences in hospital 
discourage them from adhering assiduously to treatment? 
Method 
This study was written in collaboration with 
2 
Miss Judith Kirsh, a student at the Simmons School of 
Social Work. It is a follow-up study of nineteen 
individuals with primary glaucoma who live in greater 
Boston and who missed three or more clinic appointments 
in the fo~teen months between December 1, 1959, and 
February 2, 1961, or who had not attended clinic since 
July .31, 1961. We chose the latter date since we felt 
that the time interval between then and the beginning of 
our home visits in mid-December was long enough to deduce 
that the patients had discontinued attending clinic. 
Secondary glaucoma develops as a result of some 
other ocular cond1 tion or after injury or operation. 
Thus we limited the members of our study group to those 
having primary glaucoma as we felt that other past or 
current ocular diseases or trauma to the eye would lessen 
the impact of glaucoma. We were primarily interested 
in young and middle-aged adults whose problems would not 
be compounded by old age, but since we could not find an 
adequate sample to meet these criteria we extended our 
age limit to seventy-five. 
Our sample was drawn from three sources, namely, 
the glaucoma consultation service file, the delinquent 
lists compiled by the glaucoma follow-up secretary, and 
the daily eye clinic appointment records. The glaucoma 
consultation service file helped us to select the patients 
.3 
who were diagnosed as having primary glaucome between 
January 10, .1959, and October 26, 1960. We then reviewed 
their medical records to ascertain their pattern of clinic 
attendance which was our most important criterion. The 
glaucoma follow-up secretary keeps a monthly list of 
patients who have missed three consecutive appointments 
which we checked from October to mid-December. From the 
patients in this group, we selected those who met our 
criteria. We also examined the il{aily eye clinic appoint-
ment records from June through September 1960 to cull 
the patients who had not kept three or more appointments 
in that time interval. 
We anticipated that the resistance and/or laxity 
of these patients with regard to medical help might be 
indicative o:f their degree of cooperation with us. 
Therefore, we felt that we would be more successful in 
obtaining interviews with them if we "reached out" by 
way of making home visits and phoning them beforehand 
to ascertain the most convenient time to see them. Also, 
home visits would give us a more complete picture o:f 
their social situation. Since neither of us had cars 
it would have been too time consuming to travel outside 
of greater Boston. 
On approaching the patient the explanation was 
made that we were working on a research project for the 
I 4 
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Infirmary which was interested in knowing how their 
g1aucoma patients were doing since it was rea1ized that 
treatment makes many demands on the indi vidua1. An 
interview schedu1e (see Appendix B), was prepared which 
covered the information that we wanted to obtain direct1y 
from the patient. These areas 1nc1uded the patients' 
reasons for seeking treatment, psycho-socia1 information, 
their attitudes towards the disease and its treatment 
and the effects which glaucoma had on their lives. No 
notes were taken during the interview. However, the 
schedules were completed short1y thereaftero Another 
schedule (see Appendix A) was used to record data obtained 
from the patients• medical records. The basic facts 
about the patients were procured from the face sheet. 
A11 information pertaining to life situation, social 
.service contact as well as detailed medical history was 
eul1ed from the body of the medical record. 
The names of patients used 1n case illustrations 
in our study are all pse~donyms. 
Setting 
The Massachusetts Eye and Ear Infirmary is a 
voluntary, non profit private institution which was founded 
in 1824, and is the second oldest hospital of its kind 
1n this country. It is one of the first hospitals to 
have a Medical Social Service Department which was 
5 
improve •. 
The ~irst real ~ollow-up of glaucoma patients 
began in April, 1928, through the ef~orts of Dr. Derby 
who appeared before the Executive Committee of the 
National Society for the Prevention of Blindness to urge 
that a medical social worker be hired to help glaucoma 
patients continue in treatment. The Society provided 
a medical social worker, Miss Janet Gorton, who reviewed 
the records of the glaucoma patients and helped with 
their management in Eye Clinic. In the summer of 1928 
6 
there were 365 patients being treated at the Infirmary 
who were registered in the follow-up files. 
In 1931 a program was officially arranged for 
the handling of glaucoma patients. ! gold star was put 
on the record of each glaucoma patient, house officers 
were assigned especially to perform the tests for glaucoma, 
and a· social worker, who had her desk in the eye clinie, 
sattt each patient after his examination. She gave the 
patients their next appointment, made certain they had 
a good understanding of the disease, and became cognizant 
of factors which might be detrimental to the success of 
treatment. 
After October 1, 1944, a full time glaucoma 
follow-up secretary was hired to carry out the mechanics 
of the follow-up system, and casework responsibility was 
shared among the four social workers on the Eye Service. 
The glaucoma follow-up secretary was supervised by 
Social Service until 1951 when this responsibility was 
relinquished to clinic administration, as it was felt to 
be more appropriately under their jurisdiction. The 
present secretary's desk is located within the Glaucoma 
Consultation Service, a service that was developed in 
1955 for definitive diagnosis, specific surgical and 
medical recommendations, and re-evaluation of the 
prescribed medical regimen should the condition fail to 
7 
respond to treatment. Newly diagnosed glaucoma patients 
are usually seen by this service until a satisfactory 
treatment pattern is evolved. They are then referred 
back to the Eye Clinic for routine care • 
. In 1955, responsibility for glaucoma patients 
was again put in the hands of one worker at the. request 
of the Glaucoma Consultation Service. However, the large 
number of glaucoma patients has made it impossible for 
one worker to carry the whole caseload. Thus one worker 
is now in charge of the majority of glaucoma patients 
since she is responsible for those patients who come to 
clinic Monday through Wednesday. The patients who 
attend clinic Thursday, Friday and Saturday are seen by 
one of the other workers who are each assigned a specific 
day. 
It is hoped that all patients will be assigned 
to a social worker upon diagnosis or during their 
diagnostic period at Glaucoma Consultation Service, by 
the examining physician or the follow-up secretary. 
However, in a busy clinic setting referral is not always 
as complete as would be desirable.. The doctors and the 
secretary must be on the alert for new glaucoma patients. 
The secretary, in particular, has to be on the lookout 
for patients who have missed three consecutive appoint-
ments. If negligence in clinic attendance continues the 
patient 1 s name is given to the appropriate social worker. 
8 
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Limitations 
There were many patients with primary glaucoma 
who were remiss in. clinic attendance but since they were 
ove~ seventy-five years of age and lived outside of 
greater ·Boston we. did not include them in our sample. 
In addition we had to discard the names of numerous 
patients with secondary glaucoma who met our criterion 
on pattern of clinic attendance. Thus our study group 
became limited. to its present number and consequently 
the size of the sample does not allow our conclusions 
to be statistically significant. 
Although we attempted to evaluate patients• 
knowledge about glaucoma the individual approach of the 
different.doctors in describing the disease to the 
patients must be taken into consideration. The extent 
of the patients' understanding of the disease process 
and necessity for treatment is dependent on the medical 
personnel some of whom may minimize the danger of blind-
ness more than others unless the patient bad become very 
neglectful of treatment. 
We felt that it was difficult to gain a true 
conception 1n one interview of patient and family atti-
ii;:utdes towards .glaucoma. A fuller appreciation of a 
patient •s reactions and ways Gf dealing with such a 
significant problem can only be gained by a more extel!l.sive 
9 
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understanding of him than is possible to obtain in one 
meeting. However, since the patient's attitudes and those 
of his family have such an important bearing on his ability 
to follow treatment, we felt it essential to gain what 
insight we could into the feelings of both the patient 
and his relatives about glaucoma.· 
10 
CHAPTER II 
GLAUCOMA AND THE INFLUENCE OF PSYCHO-SOCIAL FACTORS 
Description of the Disease 
Glaucoma bas presented a difficult problem 
throughout the ages. Both the Old and the New Testaments 
abound in references to cases of blindness, many of which 
may have been caused by glaucoma. 
And it came to pass when Isaac was old that his eyes 
were dim so that he co~d not see. 
Now Eli was ninety-eight years old and his eyes were 
set so that he could not see.l 
Research about this disease had its earliest 
beginnings with the Greek physicians who described some 
of its characteristics. They appeared to have identified 
glaucoma in its late stage by a greenish discoloration 
of the pupil. During Medieval times it was lmown that 
when these eyes were operated upon vision could not be 
restored, hence doctors cautioned against operating upon 
"the green cataract. n2 
To facilitate an understanding of glaucoma, it 
might be simplest to picture the eye as being a sphere 
with an outer covering composed of relatively inelastic 
1Benjamin R. Gordon, M.D., "The Problem of Glaucoma, n 
Archives of Ophthalmology, vol. 19 (1938), p. 515. 
2Milt9n L. Berliner, "Glaucoma, 11 The Sight Savi!!g 
Review, vol. 18 (Winter, 1948), p. 211. 
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material. In addition to the delicate organs of vision, 
the eyeball contains a jelly-like fluid which is constantly 
being formed and drained into the blood stream by means 
of blood vessels and exit channels or valves. When some-
thing happens to interfere with this drainage, i.e., when 
the eye's exit channels become blocked, the fluid cannot 
escape and pressure begins to build up within the eyeball. 
This increasing pressure, if untreated, exerts a continuous 
force on the optic and retinal nerves, the functional 
elements. of the eye, and by so doing destroys them. A 
certain amount of vision is lost with the destruction of 
each nerve1) 
Glaucoma is an eye disease whieh 1s characterized 
by the aforementioned increase in intraocular pressure. 
The exact cause of the disease 1s unknown even though 
all its symptoms can be explained by this increase in 
intraocular pressure which, in turn, must depend on "a 
disturbed relationship between formation of intraocular 
.fluid and 1ts escape. u3 
One opthalmologist, Benjamin L. Gordon, re.flects 
a fairly prevalent viewpoint when he postulates that 
"glaucoma is a disease known to oecur most frequently with 
age, and therefore may be bound up with the wear and tear 
·3charles H. May, May's Manual of the Diseases of 
the Eye, edited by Charles A. Perera, M.D., pp. 243-244. 
12 
. ·~ ·: 
J 
of the body which accompany the declining years of life.n4 
Some authors point out that glaucoma may be genetically 
determined. F. Bruce Fralick states, "There 1s an 
increasing awareness of heredity as a means of transmission 
of many degenerative processes in the body. A high 
incidence of glaucoma has been demonstrated among families 
of glaucoma patients."5 
Glaucoma usually involves both eyes, the second 
eye becoming affected months or years after the first. 
It commonly occurs 1n middle or later life and is one of 
the most frequent causes of blindness among elderly people. 
Since there does seem to be a hereditary element in the 
disease, it is advisable for relatives of a glaucoma 
patient to have regular eye examinations so as to ensure 
its early detection.· 
In the literature, the word "insidious" is 
repeatedly used to describe glaucoma because its early 
symptoms are generally vague and diffuse. Therefore, 
the patient is seldom aware of any eye disorder at the 
onset of the disease. When glaucoma is recognized early 
arid proper treatment instituted, the condition can be 
arrested and blindness prevented. Yet, if treatment 1.s 
4 Gordon, op. c~ •• p. 546. 
SF. Bruce Fralick, M.D., "Glaucoma Detection and 
Treatment, 11 The Sight Savipg Review, vol.. 25 (Winter, 1955), 
p. 195. 
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administered only when the symptoms are strongly evident, 
it is almost certain that visual impairment has already 
occurred. The most common symptoms of glaucoma are haloes 
or rainbow effects around lights, sudden blurring or hazi-
ness 1n vision, headaches, and occasional pain in the eyes. 
VisUal loss is peripheral until late 1n the course 
of the disease, that is, the field of vision gradually 
narrows until the patient who has severe loss of field 
vision sees as if he were looking through a tube. 
Glaucoma is a chronic condition. Thus, once a 
definitive diagnosis bas been made it is essential to 
continue life-long medical care to keep the disease under 
control. The need for such assiduous attention is not 
always immediately obvious to the patient especially if 
he does not notice appreciable loss in vision. However, 
the ability to see is no criterion. Willis Knighton states, 
"The patient's sight may remain good for a long time while 
the pressure in the eye is continuing its degenerating 
influence. The patient who neglects treatment because 
he can still see is inviting disaster.n6 Milton Berliner 
warns against neglecting eye symptoms, no matter how 
trivial, "for in glaucoma, especially, as in cancer, 
disaster is inevitable unless vigorous steps are taken 
early. n7 
~ighton, .;:O~P;.;.•.....;:;= 
7Berliner 
p. 76. 
p. 211. 
14 
Varieties of Glaucoma 
There are three main groups of glaucoma which 
may be classified as primary, secondary, and congenital 
or infantile. Primary glaucoma occurs independently of 
any previous eye disease whereas secondary follows as a 
result of some pre-existing ocular disturbance. Congenital 
glaucoma, which is inherited, ~as its onset at birth or 
in early life. Since this study concerns only those 
patients with primary glaucoma, further des~ription will 
be limited to this variety of the disease. 
Primary glaucoma is categorized as open-angle 
and angle closure, which is fUrther differentiated into 
acute, subacute and chronic. Approximately 90 per cent 
of the eases of primary glaucoma are of the open angle 
category. Open angle glaucoma is bilateral, insidious in 
onset, and slowly progressive to complete blindness without 
treatment. There are usually no. symptoms until visual 
impairment occurs when it is often too late to salvage 
useful eyesight. Thus, careful visual field evaluation 
is most important in establishing the diagnosis.. This 
form of glaucoma is due to loss of tissue elasticity and 
metabolie changes involving the angle and perhaps the 
Canal of Schlemn consequently decreasing the outflow of 
intraocular fluid. 
Some eyes have an inherently narrow angle. Acute 
1.5 
angle closure occurs when there is a sudden increase in 
i~traocular tension due to angle blockage which cuts off 
aqueous outflow. It 18 characterized by excruciating pain 
and visual loss. The patient, who is often ~a state of 
shock, frequently feels nauseated, vomits and breaks into 
a cold sweat. Between attacks, the patient is asymptomatic. 
However, repeated acute attacks, even though limited or 
successfully treated, eventually lead to permanent damage. 
In subacute or chronic angle closure glaucoma transient, 
mild attacks of increased intraocular pressure, cause 
insidious damage to the nerve elements of the eye. 
Symptoms, such as intermittent blurring of vision, haloes 
around lights, and possible· slight pain 1n and about the 
regi,on of the eyes, are minimal or absent. Untreated 
cases which escape an acute attack undergo slow degenera-
tion much like that which occurs in open angle glaucoma. 8 
Methods of Treatment 
Treatment for glaucoma is aimed at regulating and 
controlling intraocular pressure by attempting to re-
establish the natural process of fluid escape and stimulate 
reduction in the amount of fluid produced. The tYPes of 
treatment are non-operative, which consists of clinic 
visits and the use of miotics (eyedrops), and operative, 
which is necessary when drops fail to control tension. 
8nerrick Vail, M.D., The Truth About Your Eyes, p.ll3 
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Miotics facilitate the aqueous outflow by increasing 
the efficiency of the outflow channels. However, the exact 
mechanism of their effect is not understood. The miotic 
most frequently used·is P.ilocarpine, which is taken up 
to five times daily. Physostigmine is used in drop form 
and may also be applied as an ointment just before bedtime 
to supplement daily dosages of drops.9 
Surgical procedures are, as a rule, delayed as 
long as possible. Iridencleisis, trephine, sclerectomy 
and cyclodialysis are all aimed at facilitating the excre-
tion of fluids through the out-flow channels. Cyclodiathermy 
directly reduces the amount of fluid formed within the 
eye.10 
Glaucoma is a disease that needs to be closely 
followed by an ophthalmologist because it does not rema~ 
static. The level of intraocular pressure ·can and does 
change from time to time, thus requiring possible corres-
ponding changes 1n medication. Regular examinations are 
necessary to review the strength and frequency of the eye-
drops. It is of utmost importance that they be used 
exactly as prescribed by the examining physician. 
The significance of maintaining good physical and 
9naniel Vaughan, Robert Cook, and Taylor Asbury, 
General OJ>hthalmology, p. 223. 
lOibid. 
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mental health is obvious. Any infection or ailment which 
weakens the body as a whole has an influence on all of its 
parts including the eye. Moreover, it is strongly 
suspected that emotional states of anxiety or tension can 
produce an increase in intraocular pressure. Thus the 
glaucoma patient who is either sick or worried is in a more 
precarious position than one who is healthy and calm. 
Influence of Environment on the Glaucoma Patient 
Personality arises as the result of the interaction 
between an individual and his environment. Any 
condition which sets the individual apart from his 
environment has a marked effect upon his personality 
development. This is especially true in visual 
ha.ndicaps.ll 
The value society places on "body whole" and "body 
beautiful" makes it necessary for the disabled person to 
adjust to certain psycho-social facts. He is often regarded 
as inferior, not only with respect to his limitations but 
as a total person. The attendant injuries to morale, 
conception of self and behavior in social and business 
roles are a direct result of the disability as well as the 
social reaction to the individual. 
Standard concepts of blindness in our culture 
generally assign the dominant positions in social 
situations to sighted persons. This tends to 
eliminate blind people from routine competition and 
conflict with sighted peoplee Thus they are protected 
11Paul c. Benton, M.D., "The Emotional Aspects of 
Visual Handicaps," The Sight Saving Review~ vol. 21 
(Spring, 1951), p. 23. 
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from a great deal of the harsh struggle in American 
society. However, by the same token, they are 
rendered largely ineligible to compete for the objects 
and activities that carry high social value in our 
culture. Clearly, this practice severely limits the 
range of behavior reglilarly permitted to the blind.l.2 
The glaucoma patient is in a partieularl.y difficult 
position since he is in a sense a marginal individual.. 
Although he is not legal.ly blind the threat of blindness 
and its concurrent implications underly his whole course 
of treatment. 
While medical care is essential in providing the 
foundation for total rehabilitation, every human being 
must have some motivation for action. The home must provide 
a milieu for those motivating forces if a patient's parti-
cipation in treatment is to be complete. The success of 
the glaucoma patient's adjustment to the aforementioned 
difficulties will depend on his own strengths as well as 
the family's relationship to the patient, the attitude of 
the family toward the illness and the attitude of the family 
toward the patient's adherence to the prescribed medical 
regimen. True affection in the famil.y group and a sound 
relationship prior to the onset of glaucoma help prevent 
the patient f~om feeling that he is a burden. This type 
of familial environment not only bolsters the patient's 
courage to live with his illness, but also helps the family 
12 JosephS. Himes, Jr., "Some Concepts of Blindness 
1n American Culture, n Social Casework, ml • .31 (December, 
1950), p. 414. 
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to carry on their burden. Mutual support and encouragement 
will cushion the shock of.glaucoma with its threat of 
blindness. 
If the home has been tension and conflict ridden 
the onset of glaucoma may serve as a catalyst for the 
upsurge of old resentments, bitterness and increased 
tension. Such an atmosphere, 1n tur.n, is most likely to 
have an adverse affect on the patient's condition and 
attention to treatment. 
In order to enable family members to gain an 
understanding of the glaucoma patient's altered position 
in life they will need an explanation of the nature of the 
. disease and the necessity of treatment as well as some 
general preparation about the responsibilities which the 
patient can continue to assume and those that should be 
lifted from his shoulders. 
Moreover, there are many practical difficulties 
which accompany the use of eyedrops and the need for 
consistent clinic attendance. It may be hard for a 
patient to take time off from work in order to keep his 
clinic appointments, or if he does, he may have to forf.eit 
pay for the hours of work that were missed. Such a 
predicament may result 1n real financial hardship for the 
patient and his family. If the patient is older, which 
is often the case with regard to glaucoma, he may be 
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hesitant about ask~ his employer for a position which 
will cause less strain on his eyes for fear of being "laid 
off. tt Clinic fees, the cost of eyedrops, and the expense 
of transportation, should the patient live far from the 
Infirmary, could be a continuous financial drain for the 
patient and his family. Yet he may find it humiliating 
and difficult to ask for help. An accumulation of such 
obstacles to strict adherence to treatment could eventually 
pressure the patient into discontinuing medical supervision. 
Thus the possibility of blindness and the resulting 
diminution of independence has a great psychological, 
sociological and economic import for the patient and his 
family. The presence of a family member who might not be 
able to function at his pre-diagnostic level could result 
1n added stress within the family group as well as readjust-
ment in family relations, living conditions and the whole 
way of life. 
The Emotional Aspects of Glaucoma 
Since the diagnosis of glaucoma carries with it 
the threat of blindness, the anxiety inherent in glaucoma 
detection is profound. The mental image of blindness is 
surcharged with emotion. Blindness implies the loss of 
a vital means of contact with others, gnd as noted earlier, 
it calls for basic readjustments and re-learning 1n the 
life of a person thus afflicted. 
r 
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.Even if blindness is unlikely, the mere possibility 
that it could occur repr~sents a danger. The glaucoma 
patient has many re.inind~rs of. the threat to his vision, 
namely • the instillation of mioti·cs several timeS daily as 
well as periodic clinic visits •. The patient's _awareness 
of. cont~ually·decrea~ing vision is the most. dramatic and 
pronounced reminder of all. He may experience +ntervals 
of depression and discouragement as well as frustration 
and irritabilitY since treatment is n~t restoring his vision 
and his sphere of activity is becoming more limited. The· 
patient•s response to the disease depen~s on many factors 
although initially he is almost certain to be frightened. 
How the patient expresses this feeling will be 1n keeping 
with his character and the way in which he has met other 
crises. A patient may deny the seriousness of .glaucoma 
and the need for trea,tment or, .d,es:t,:>ite his fear, he may 
appraise the situation real1S1l1oally and accept the necessity 
for assiduous attention to the medical regimen.' 
The manner in which the person reacts to·the 
disease will obviously affect his attention to treatment. 
If he cannot accept the presence of glaucoma, he may go 
from one doctor to another in search of some reassurance 
that a mistake has been made with regard to the diagnosis. 
For another individual, the thought of blindness may 
produce such anxiety that he is incapable of absorbing 
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knowledge about the disease. On the other hand, a patient 
who has neglected medical care, despite intellectual 
awareness of the consequences, may be so distressed about 
his laxity, that he is immobilized to take action and face 
the situation more realistically. 
The fear of a state of dependency which has become 
culturally equated with blindness tends· to thw-art the 
patient's capacity for self-sufficiency. The apprehension 
of such a reality often becomes so powerful that the 
patient is incapable, temporarily, of adjusting to the 
restric~ions imposed upon him and the new patter.n of living. 
However, an individual may view the possibility of blindness 
as a means of retreating from the responsibilities of life. 
An additional dil.emma presents itself to those 
glaucoma patients whose vision has deteriorated to the 
point where they are almost blind but still have minimal 
vision remaining. Such persons find it temporarily very 
difficult to make a satisfactory adjustment, as they want 
to cling to the vision they have left and yet they are 
faced with the limitations imposed upon them by near blind-
ness. It is· hardly necessary to state that this is a 
poignant struggle charged with the deepest emotion. Many 
patients 1n this position find their energy consumed 1n 
fear, numerous irritations and worry, so that for some 
time, they have little strength left to use what sight 
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rema.ins ,and to learn new skills to cope with their :fa~ling 
vision. 
In the liter~ture much attention has been given to 
the relationship-between emotions and the incidence of 
glaucoma attacks. Wei.ss and English13 point out that 
attacks o:f glaucoma have been precipitated by emotional 
upsets and that more and more evidence indicates the close 
relationship between onsets o:f the disease and emotional 
shocks. In their study, Ripley and W6lf14 had a sample of 
eighteen patients with primary glaucoma. The relationship 
between person&lity reactions and occurrence of eye symptoms 
or changes in intraocular pressure were determined by 
correlating the daily life situations and emotional changes 
of the patients.. The appearance o:f exacerbation·s o:f eye 
symptoms and signs -coincided :frequently with str~.ss:ful life 
situations and emotional reactions of anger, anxiety or 
depression. Association could be drawn between relatively 
untroubled periods and low levels of intraocular pressure 
and the fact that 1.n several patients there was a decrease 
in pressure during and subsequent to psychotherapy. The 
group as a whole showed di:f:ficu1ty in personality adjustment 
lJEdward Weiss and o. Spurgeon Engli.sh, Psychosomatic 
Medicine, p. 488. 
14-xrerbert s. Ripley and. H .. G. Wol:f, "Li:fe Situations, 
Emotions and Glaucoma,« Psychosomatic Medicine, vo1. 12 (1950), p. 215-224. 
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and mood fluctuations, excessive anxiety, hypochondriacal 
tendencies, and compulsive traits such as conscientiousness, 
meticulousness and perfectionism were common. 
Mark Schoenber~5 agrees with the thesis of the 
above authors, namely, emotional upsets affect glaucomatous 
eyes adversely. He concludes that 1n a qerta1n percentage 
of cases states of anxiety act as a precipitating factor 
for the development or maintenance of a high intraocular 
pressure 1n glaucomatous patients. Therefore, some of the 
glaucomatous crises are preventable by proper attention 
to the patient's emotional life in addition to general 
medical and local treatment. Inman 1 s16 writing suggests 
that even though conscious emotion may not be present 1n 
a sufficient degree to acco~t for an attack of glaucoma, 
nevertheless the onset may coincide with the anniversary 
of events once pregnant with emotion but now apparently 
indifferent or com~letely forgotten. 
17 . 1 Osterman and Howe point up the di emma of glaucoma 
patients when they comment that these patients realize 
that they have a· serious eye condition which will result in 
l5Ma.rk J. Schoenberg, 11Role of States of Anxiety I in the Pathegenesis of Primary Glaucoma, 11 Archives of 
1 Ophthalmology, vol. 23 (January, 1940), p. 77• 
,. 16w. S. Inman, nEmotions and Acute .Glaucoma," 
Lancet, vol. 2 (1929), p. 1188. 
17Margaret R. Osterman and Phyllis o. Howe, "Medical 
Social Service With Glaucoma Patients," The Sight Saving 
Review. vole 15 (Summer, 1945), p. 81. 
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bl.indness if not controlled. Obviously this is a source 
of utmost concern to ~he patient, yet if he worries this 
very factor may aggravate his eye condition. 
W. J. Riddell18 strongly emphasized the relationship 
between emotional upset and glaucoma. He stated, "There 
is one· condition which I am quite satisfied may even be 
avoided if ••• the psychosomatic approach is employed; it 
is acute glaucoma." 
There have been a number of articles written on 
the personality structures of glaucoma patients. J. L. 
Halliday19 comments that n ••• at a time of stress, the. 
obsessional-compulsive type of person'tends towards organic 
diseases which of course includes glaucoma." He continues 
that this type of individual is " ••• characterized by having 
one or more such qualities_in highly developed form as 
··always being conscientious, tidy, well-behaved, prompt, 
bodily scrupulously clean, having a strong sense of duty, 
being perfectionists and keeping their inner emotional 
l.ives· both from themselves and those around them." He also 
notes that psychosomatic diseases are usually phasic in 
their occurrence and that glaucoma is often the last of:'(B.,_: 
18w. J. Riddell, "ophthalmology and Psychosomatic 
Medicine," Transactions of the Ophthalmological Society 
of the United Kipgdom, vol. 71 (1951}, p. 356. 
19J~ L. Halliday, "Ophthalmology and Psychosomatic 
Medicine," Transactions of the Ophthalmological Society of 
the United Kingdom, vol. 71 {1951), p. 348. -
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series of previous psychosomatic illnesses. He emphasizes 
the importance of reducing emotional tensions 1n these 
patients by psychotherapy or by some improvement in their 
life situations. 
Schlaegel and Hoyt20 summarize studies that have 
been done on the personality features of glaucoma patients. 
It has been observed in these studies that glaucoma patients 
tend to show a history of difficulty in personality adjust-
menta. Mood fluctuations, excessive anxiety and compulsive 
traits are frequently evident. Also, many patients tend 
to be anxious nervous people who set high standards for 
themselves and are disturbed when these are not met. 
Judging from the foregoing opinions we would 
expect to find that many glaucoma patients have rather 
rigid and controlled personalities which may well add to 
the difficulties they already face in endeavoring to adapt 
to the changes necessitated by decreasing vision and demands 
of treatment. This is further complicated by the fact that 
glaucoma generally strikes the older person who, by that 
time of life, finds it comparatively hard to modify habits 
and make new adjustments. 
Upon considering the theories which propose the 
interrelatedness of glaucoma and emotions, we are struck by 
20T. F. Schlaegel, Jr., M.D., and M. Hoyt, M.D., 
Psychosomatic Medicine-Ophthalmology, p. 307. 
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a paradox.. There is some evidence to support the theory 
tbat glaucoma is adversely a~~ected by emotional disturbances 
such as anxiety, excitement and depression. At the same 
time, there is also reason to believe that glaucoma patients 
are inclined to be compulsive people who are subject to 
the very emotional disturbances they should avoid. This 
obviously points to their need for professional help in 
assisting them to deal more constructively with their 
problems. Yet, many glaucoma patients seeni to resist 
psychiatric or casework service because of their. character 
make-up. Compulsive persona often have a meed to keep 
problems to themselves and to isolate their feelings ~rom 
their actions. · In a<!-dition, they frequently find it di~~i:.­
cult to place trust or confidence in others, which may 
well inhibit them in making use o~ the professional help 
available to them. 
Implications of Glaucoma for Social Work Practice 
It is evident that the glaucoma patient can be 
~aced with manifold problems, which require the skills 
of many professions and disciplines in order to receive 
comprehensive and thorough attention. The survey o~ 
the literature emphasizes the import of direct, immediate 
and supportive follow-up with glaucoma patients since 
medical treatment and peace of mind are absolutely essential 
for the prevention o~ blindness. Resisting patients 
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violate, to their own detriment, the basics in dealing 
effectively with glaucoma. The very act of resisting is 
anxiety producing. Thus it is imperative that each negli-
gent patient be given support and the source of resistance 
be determined if possible. Due to the chronicity of the 
disease and the propensity of the patients to be lax or 
resistant with regard to treatment, the role of the social 
worker is very important. Glaucoma patients may be 
strongly tempted to ignore treatment if they experience 
no noticeable or sudden visual loss. On the other hand, 
if they feel very discouraged by a considerable visual 
feilure, such a feeling of dismay may lead to their with-
drawal from m~dical care. Ruth Micbaels 21 states, 
In medical care the force of resistance is likely to 
bring down upon the patient the disaster that he 
flees. Because the medical program realistically 
works to preserve the patient•s identity, functioning 
and potential for life, his fight against its threat 
can unfortunately destroy him and his goals. 
We feel that these statements are particularly applicable 
to patients with glaucoma. It is the responsibility of 
the case worker to do all in her power to show the glaucoma 
patient that the goals of the hospital are basically the 
same as his own, namely, the continued existence of the 
patient as an adjusted, productive, healthy and happy 
21Ruth Michaels, "Giving Help to Resisting Patients," 
The New Outlook for the Blind, vol. 50 (December, 1956), p. 380. 
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member of his community. Michaels supports this role of 
the caseworker with her statement that, "It is only when 
the patient invests the necessary treatment with some 
semblance of protection of his basic interests that he can 
participate constructively in his medical care and rehabili-
tation. n22 
In order to help the patient ·make use of treatment 
the social worker must evaluate the nature of resistance 
and the reasons for it. Often a person appears to be 
resisting when in reality he is unable to cope with yet 
another aemand until his reality pressures are somewhat 
eased. To be effective, casework help must enable the 
patient to modiry the attitudes impeding his constructive 
use of medical care. This can and does involve many 
aspects of the patient's life. 
If the patient is troubled by dissension in the 
home, the worker can help to lessen these tensions and 
thus reduce some of the burdens which may have affected 
the patient's attention to medical care. Since the family 
plays such an important part in the patient's motivation 
to continue treatment, the social worker should see that 
relatives are knowledgeable about the disease 1n order 
that they can give the patient realistic support and encour-
agement in following his medical recommendations. 
22rbid. 
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Many practical problems arise in the lives of 
persons suffering from glaucoma~ and it is part of the 
social worker 1 s fUnction to ass 1st in modifying these 
difficulties in order to facilitate the patient's adherence 
to treatment. Such practical aspects include arranging 
for transportation, making referrals to other agencies 
for financial assistance~ preparing a patient for vocational 
rehabilitation and pro~i~tng a reduction 1n the cost of 
medication and appliances. 
When a patient expresses fear of blindness, the 
worker, with the patient 1 s cooperation, must estimate first 
what impairment of vision means to the individual person-
ality. After the patient has been helped to talk through 
these feelings and to look at the factors which are funda-
mentally disturbing to him, he will hopefUlly have begun 
to understand himself in relation· to his handicap. Then 
it is the worker 1 s role to move on to acquaint the 
patient with some of the actual methods by which people 
with limited vision are enabled to carry on their usual 
visual activities. ln general, she should assist him to 
see the positive factors and strengths which he bas left, 
and the process by which they can be further developed. 
In order to help the individual adhere to treatment, 
the social worker should discuss the nature of the disease, 
the fact that it usually can be controlled although not 
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cured, and the necessity of strict adherence to the medical 
recommendations wit·h each new glaucoma patient as soon 
after diagnosis as pos.sible. The worker will want to assess 
the patient's ability to follow medication and offer assist-
ance which she deems advisable 1n order to promote the 
patient's participation in the medical regimen. 
It is important th~t the doctor and the social 
worker share information in order to provide .maximum help 
to the patient. In turn, both the doctor and social. worker 
would ala o benefit. in that their collaboration could guide 
their respective methods of treatment so .that all concerned 
would put their time and effort to the t>:~st possible use. 
If the worker is to be effective she·must not only be 
knowledgeable in her role, but must also be aware of the 
patient's medical situation. The doctor should, in turn, 
be cognizant of the individual • s particular difficultie~ 
in carrying out treatment in order to know when and where 
his direction and interpretation are best needed. The 
social worker is often 1n the best position to su~ply 
this information. 
Last but far from least, the social worker is a 
meaningful figure to the clinic patient, as she is one 
of tbe few persons in a clinic atmosphere who remains 
constant. With the continuous change of doctors, as well 
as the confusion and crowds of the clinic setting, the role 
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of the worker is vital in conveying the concern, the good 
will, and the advantages inherent in hospital care, to 
the often bewildered, dissatisfied and discouraged patient. 
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CHAPTER III 
GENERAL CHARACTERISTICS OF THE STUDY GROUP 
Cultural Backgr2und 
As shown in Table 1, ten of' the patients were born 
in the United States. Eight were natives of New England 
and the other two were born in the South. Three of the 
six patients born 1n Europe came from Russia whereas the 
others were born 1n Lithuania, Italy, and Greece respectivel~ 
Two patients were natives of' the West Indies and one was 
born 1n Canada. 
Birthplace 
United States 
Europe 
West Indies 
Canada 
TABLE 1 
BIRTHPLACE 
Total 
Number of Patients 
10 
6 
2 
....!_ 
19 
Fifteen patients were white and f'our were Negro. 
The patients came f'rom three religious aff'iliations, five 
were Hebrew, seven Catholic, and seven Protestant. Two 
patients had diff'iculty communicating in English. we 
could only elicit answers to two questions from the Greek 
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patient while we were· able to secure complete and meaningful 
data from the native of Lithuania with the aid of her 
daughter as interpreter. 
Age, Sex, and Marital Status 
Table 2 shows that the study group is composed of 
five men and fourteen women who range in age from thirty-
nine to over seventy. No patient in the sample is over 
seventy-five. As noted in Chapter I~ we purposely 
endeavored to select as young a sample as possible. Thus, 
eleven of the patients were sixty or under. 
TABLE 2 
AGE AND SEX OF PATIENTS 
Sex 
Age :Male Female Total 
31-40 0 1 1 
41-50 2 1 3 
51-60 1 6 7 
61-70 0 3 3 
Over 70 2 3 5 
Total 5 14 19 
Table 3 presents the fact that ten patients were 
married, while nine were not currently married. Four of 
the female patients were separated. Two patients, who 
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separated recentlyt mentioned that the onset of glaucoma 
symptoms occurred three and four months after their 
respective separations. One of the widows lived with a 
man, ho~ever, the nature of their relationship was not 
determined. Of the eight female married patients, only 
one, who was over seventy, bad married for the second time. 
TABLE 3 
MARITAL STATUS OF PATIENTS 
Sex 
Marital Status Male Female Total 
Married 2 8 10 
Widowed 2 2 4 
.. 
Separated 0 4 4 
Single 1 ~ _!_ 
Total 5 14 19 
Living Arrangements 
As presented in Table 4, the majority of pa"b1ents, 
eight females and two males, resided with their spouses. 
Seven of these ten married couples had children in the 
same household. Patient l3F lived with other relatives 
1n addition to her spouse and child, namely, her son-in-law 
and two grandchildren. The only other patient who resided 
with other relatives, a married cousin and her husband, was 
a separated female. This was patient SF. 
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TABLE·4 I 
I 
! 
MEMBERS OF HOUSEHOLD i 
i 
-
Code No. Other Total 
and Rela- other 
Sex Spouse Children tive Others than.patient 
1 Fa 
- - - -
0 
2 F l 2 
- - 3 
-
3 F - -
-
-
1 1 
4 F l 
- - -
1 
2 Mb 1 2 - - 3 
6 F 
-
2 
- -
2 
z F 1 - - - 1 
_§_L_ 
- -
2 
-
2 
9 F l 2 -
-
- 3 
_!Q_M 
-
2 
-
1 3 
ll M l 2 - - 3 
-
12 F 
- - - -
0 
1;2 F 1 l ~ - .2 
14 F l 2 
- -
3_ 
1,2 F l 1 
- -
2 
16M 
- - -
4 4 
1z M 
- - - -
0 
- -
_!§F. 
- - -
1 1 
--- -
12 F 1 - - - 1 
ap 
- Female 
bm 
- Male 
Two females, lF and 12F, livedalone. lF, a widow, 
rented a five-room apartment and the other, who was 
separated, inhabited a rented flat in a two-family dwelling. 
The single male, 17M, was relatively alone in a convalescent 
home. 
Four patients resided with "Others.n One, 3F 
who was a widow, lived with a man, but as mentioned previousl 
the nature of their relationship was unknown. Two patients, 
. I 
10M and 16M, were widowers; 10M had a housekeeper to care 
for his two children whereas 16M boarded with friends, a 
married couple and their two children. The remaining 
patient, l8F, who was separated, had a boarder. 
~nomic Situation 
Table 5 shows that Employment was a source of 
revenue for ten of the nineteen patients. However, only 
six of these ten relied solely on employment as a means of 
support. With regard to the remaining four patients, two 
worked part time and were recipients of Social Security, 
one received Public Assistance in the form of Aid to the 
Blind, and the fourth was partially supported by financial 
help from her son. · 
Ten patients were either partially or completely 
dependent on Social Security or Public Assistance. The 
latter was the only means of support for two patients and 
the former was the sole financial resource for one patient. 
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TABLE 5 
SOURCES OF INCOME IN HOUSEHOLD 
Savings provided a partial income ~or only two of the 
:air;Leteen patients. Three ~emale patients had private 
~comes. Two received ~inaneial assistance from their 
respective sons, whereas, to our knowledge, the only income 
o~ the third was payment ~rom her boarder. 
As presented in Table 6, seven o~ the nineteen 
patients had current occupations. Two o~ the ~actory 
workers were machine operators whereas the third worked on 
an assembly line. The saleswoman was employed only part-
time. None of the nine housewives had been employed except 
one who stopped working on an assembly line two years ago 
due to fatigue. 
TABLE 6 
SEX AND OCCUPATIONAL STATUS 
Sex 
·Occupation Male Female Total 
Housewife 0 9 9 
Saleswoman 0 1 1 
Small businessman 1 0 l 
Factory worker 0 
.3 3 
Taxi driver 1 0 1. 
Bakery worker 1. 0 l 
Retired 2 0 2 
None __Q_ l 1 
- -Total 5 ~4 19 
---- -~- ---------
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Two men had had to retire upon reaching siXty-five. 
One was also an assembly line worker and the other was a 
bricklayer by trade. The small businessman was helped by 
the Division of the Blind to become a vending machine 
operator. 
Health 
The medical records revealed that sixteen patients 
were victims of diseases· 1n addition to glaucoma. Most of 
these medical conditions were of a chronic nature. We 
divided these illnesses into six diagnostic, physiological 
systems as shown in Table 7. Cardio-vascular pulmonary 
included hypertension, coronary disease, tachycardia, 
aortic stenosis and insufficiency, chronic bronchitis with 
emphysema, and asthma. Bursitis, osteoarthritis, gout and 
monoartioular rheumatoid arthritis came under the neuro-
muscular articular system. Metabolic included diabetes 
mellitus, and obesity 1 and gastro-intestinal included 
inguinal hernia, hiatus hernia, gall bladder 1 and two 
undiagnosed disturbances in this system. Genito-urinary · 
took in a chronic urinary infection, a hysterectomy, and 
one condition which was not made specific by the :patient. 
Sense organs comprised deafness, and the following eye 
diseases: immature cataract, degenerative myopia, kerato 
conjunctivitis, corneal ulceration, and congenital 
~terstitial keratitis. 
I 
The majority of-patients suffered from more than 
two illnesses outside of glaucoma. Six patients had two 
additional disturbances and five patients had one other 
disease. Three patients were afflicted wi;th three illnesses 
whereas two had to cope with four disorders besides that 
o:f glaucoma. 
The instances of disease(s) other than glaucoma 
in sixteen members o:f our ~roup might be an important :factor 
in their clinic attendance, and we will discuss this more 
:fully 1n a later chapter. Similarly, glaucoma probably 
baa a different impact on the three patients suffering 
:from other eye diseases, especially the one patient who had 
three eye conditions ·in addition to glaucoma. 
TABLE 7 
CONCURRENT MEDICAL CONDITIONS 
Medical Condition Number o:f Patients 
Cardio-vascular pulmonary 
Neuro-muscular articular 
Sense organs 
Gastro-intestinal 
·Genito-urinary 
Metabolic 
12 
6 
6 
5 
3 
2 
42 
CHAPTER IV 
MEDICA.L HISTORY OF GLAUCOMA 
Period Preceding Diagnosis 
The persistence of symptoms or the sudden onset 
of blindness incited seventeen patients to seek medical 
care for their eyes. Two patients were asymptomatic. 
One was being treated for another eye disease by a staff 
doctor of the Massachusetts Eye and Ear Infirmary when 
glaucoma was diagnosed whereas the second patient had gone 
to a private doctor for a routine eye examination which 
revealed glaucoma. 
As presented in Table 8, eleven patients went to 
the Infirmary on their own. Ten of the eleven patients 
went directly to the Infirmary. However, one patient 
had been under the private care of a Massachusetts Eye and 
Ear Infirmary staff doctor who diagnosed glaucoma eight 
years prior to her clinic attendance. The expense of 
surgery eight years after diagnosis• in addition to the 
high cost of frequent office visits, made her decide to 
become a clinic patient. 
Four of the siX patients who were referred to the 
Infirmary had not been given a definitive diagnosis by 
the private.doctor. With regard to the remaining two 
patients, one was being treated privately for another eye 
I I . 
disease by a staff doctor at the Infirmary when glaucoma 11 
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was diagnose.d whereas the second had gone to a private 
doctor for a routine eye examination which revealed glaucoma. 
TABLE 8 
PATHWAYS TO CLINIC 
Pathway Number of Patients 
Glinic attendance a 
matter of patient's 
volition 
Referral by private 
eye doctor 
* Clinic at M.E.E.I. 
recommended because 
of its reputation 
Total 
11 
6 
2 
19 
* Key: M.E.E.I. - Massachusetts Eye and Ear Infirmary 
The Infirmary clinic was recommended to two patients by 
relatives because of its reputation. One of these 
patients had been diagnosed at the Boston Dispensary and 
referred to the Massachusetts Memorial Hospital from there. 
The other patient was diagnosed four years ago in the 
British West Indies. When she moved to the United States, 
a cousin strongly recommended that she seek medical care 
at the Infirmary. 
Nine of the patients delayed 1n seeking treatment. 
Of these, eight sought medical care at clinics whereas 
one went to a private doctor. In turn, six of the eight 
patients who responded immediately to the presence of 
symptoms sought private medical treatment. The remaining 
two attended clinic at the Infirmary. The size of the 
sample does not allow this observation to be statistically 
significant. 
Patients delayed from one to forty-two monthS in 
seeking treatment.. Eighteen months was the mean length 
of delay. The main reason for delay, as explained by the 
patients, was the fact that the symptoms were neither 
painful nor persistent over a period of t~me. However, 
treatment was sought when the symptoms became painful 
and constant, as illustrated 1n the following examples: 
Mrs. Kane, aged fifty-five, had intermittent headaches 
and occasional blurring in both eyes for siX months 
prior to clinic attendance. She did not think medical 
advice was necessary until two days before her clinic 
appointment when excruciating pain, accompanied by 
nausea and vomiting developed 1n roth eyes. Mrs. Kane 
suffered an attack of acute angle closure glaucoma in 
her left eye and borderline angle closure glaucoma 
in her right eye. Upon diagnosis she could only 
perceive light with her left eye which had to be 
operated upon one month later. 
Mr. Silver, a forty-eight year old diabetic, was not· 
unduly concerned by the intermittent uncomfortable 
sensation in his eyes for a year and one half. He 
attempted to explain this symptom by temporarily 
convincing himself that it was caused by an accumula-
tion of sugar in the eye which could be washed out 
under medical supervision. He also disregarded the 
occasional r.ed circles which he noticed around lights 
when driving at night. He adhered to his interpreta-
tion of sugar in the eye, which had no basis 1n fact, 
until the uncomfortable sensation and the presence 
of red circles became so painful and persistent that 
he felt medical care was necessary. 
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In some instances the onset of glaucoma is so 
gradual that the patient is unaware of its presence until 
considerable damage has been done. When a loss of vision 
is observed it is often attributed to causes other than 
glaucoma such as old age or a need for new lenses. This 
was demonstrated 1n the following cases: 
Mrs. Camp, age seventy-four, delayed seeking treatment 
for three years. Upon diagnosis, vision with' glasses 
was 11m1 ted in the right eye to counting fingers at 
ten feet and in her left, it was 20/70. Mrs. Camp 
stated that her visual loss only became apparent when 
she suddenly noticed that she could not·see well 
despite· the fact that she was wearing her glasses. 
However, she did not seek medical advice as she 
attributed this loss to old age. Mrs. Camp finally 
went to a private doctor ostensibly to get a prescrip-
tion for stronger lenses and upon presenting her 
symptoms she was referred to the Massachusetts Eye 
and Ear Infirmary. 
Mrs. Rossetti, age sixtY-five, who was forty at 
diagnosis , did not pay any attention to the "black 
threadn which was intermittently present in her field II 
of vision for about three and one-half years. She 
also disregarded the occasional uncomfortable feeling 
1n both eyes of eight months duration.. Mrs. Rossetti II 
suddenly became aware of her lessened vision when 
she could not tell the time by the large clock 1n 
her bank window. She then went to the Infirmary to 
have her.eyes examined as she thought she needed 
new lenses. 
Two patients mentioned that their vision was blurred \I 
and. that they saw haloes around lights. Tearing, rapid ~~~~ 
loss of vision and itching were additional symptoms noted 
by the patients who sought treatment 1n direct response 
to the presence of' symptoms. The remaining patient who 
sought immediate help was asymptomatic until she woke up 
without vision in her left eye. 
I 
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Discussion of this phase of the patients' eiperiences 
with glaucoma will include the amount of vision, both 
central and field, retained by members of our study group 
at diagnosis. These data will be compared with the patients' 
central and field vision.at follow-up for several reasons. 
Firstly, we can visualize more graphically the amount of 
damage caused by glaucoma over a period of time. Secondly, 
we can better see the relationshl.p between visual loss 
and pattezm. of clinic attendance.. From this we can specu-
late whether the degree of visual loss encourages or 
discourages people from attending clinic. 
' . 
Central vision is the distinct image we obtain 
upon looking directly at an object whereas field vision 
represents the limits of peripheral or indirect vision. 
"It is the space within which an object can be seen while 
the eye remains fixed upon some one part. Field vision 
usually refers to one eye, the other eye being covered. 111 
Contraction of field vision is less noticeable to the 
C> 
patient than failing central vision. As was explained 
in the description of glaucoma, determination of the loss 
of field vision is crucial in the diagnosis of the disease. 
It must also be remembered that loss of central· vision 
·lcharles H. May, May's Manual of the Diseases of 
the Eye, edited by Charles A. Perera, M.D., p. 15. 
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and failure in field vision do not necessarily coincide. 
All treatment for glaucoma patients is an attempt 
to prevent blindness. Blindness is well defined in a 
statement made by the Social Security Board 1n the process 
of approving State Aid to the Blind. Legal or economic 
blindness is described by the Board as 
central vision of 20/200 or less in the better eye 
with corrective glasses. Field defect ~ which the 
peripheral field has contracted to such an extent 
that the widest diameter of visual field subtends 
at an angular distance of no further than 20 degrees 
may be considered equally disabling.2 
An individual having central vision of 20/200 is able to 
view at twenty feet the same object which the normally 
sighted person can see at a distance of two hundred feet. 
We classified central vision into three categories: 
ttnormal" vision "20/20 to 20/50; "moderate" loss of central 
yision 20/50 to 20/180; and ttsevere" loss, legal blind.t.l.ess .. 
As presented 1n Table 9, at diagnosis six members of our 
sample had ?ormal central vision. One patient was legally 
blind as he had a severe visual loss in both eyes. He 
was able to count fingers at a distance of eight feet with 
his right eye and could only count fingers a foot away 
with his left eye. Seven patients had no~mal central 
vision in one eye. Five of the seven sustained a severe 
2Barkev s. Sanders, "The Blind-Their Numbers and. 
Characteristics," Social Security Bulleti~, vol. 6 
(October, 1943), p. 17. 
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visual loss in the other eye whereas the remaining two 
patients suffered moderate visual failure. 
Upon follow-up, eight patients had additional 
loss of vision whereas the sight of six patients remained 
the same. Out of these six only two had normal vision 
at diagnosis. Two ·of the five remaining patients tested 
as having severe visual loss in one eye at diagnosis but 
were noted to have moderate central vision in the same 
eye upon follow-up. The medical consensus was that the 
original tests were probably unreliable because of the 
inaccuracy of· the examiner or the lack of co-operation 
of the patient.. The remaining three patients were not 
retested between diagnosis and follow-up. 
The degree of visual destruction sustained by the 
eight patients did not impose noteworthy restrictions 
on their lives.. One patient who had severe visual loss 
in both eyes upon diagnosis had to make many major adjust-
ments. O~y one other individual had severe visual loss 
in both eyes upon follow-up. The loss can be directly 
attributed to the patient's laxity in taking medication 
and attending clinic. 
Mrs. Carter, aged sixty-nine, was forty-seven upon 
diagnosis in 1939 when her vision, with glasses, was 
20/30 in the left eye and 20/200, legal blindness, 
1n the right eye.. She underwent surgery shortly 
after diagnosis and since her eyes ceased to bother 
her she began to take her drops sporadically. By 
the end of 1939, she had discontinued them and. had 
stopped attending clinic. Blurring and pain in both 
eyes brought her back to clinic fourteen years later, 
in 1953.. At that; time the vision in her left eye 
with glasses, decreas eel to counting fingers at a 
distance of one foot whe~eas the vision in her right 
eye remained the same, 26/.200, legal blindness. The 
tremendous visual loss in. her left eye, which could 
not be regained,.made Mrs. Carter realize the import-
ance of strictly adhering to the prescribed'medical 
regimen. She continually rebukes herself for not 
having done so during the fourteen year interval. 
Mrs~ Carter now takes her drops faithfully although 
her pattern of clinic attendance is irregular. 
TABLE 9 
CENTRAL VISION OF BOTH EYES 
AT DIAGNOSIS AND UPON FOLLOW -UP 
Vision in Both.Eyes 
Normal-normal 
Normal-severe 
Moderate-severe 
Moderate-normal 
Moderate-moderate 
Severe-severe 
No test 
Total 
At 
Number 
Diagnosis 
6 
5 
4 
2 
1 
1 
0 
-
19 
of Patients 
Upon Follow-up 
2 
2 
4 
4 
2 
2 
-L 
19 
Field vision was divided into the following five 
classes: ttnormal," no nasal step, bjerrum less tban 30°; 
nmoderate,n loss 0 to 20° nasal step, bjerrum 30° to 180°; 
nsevere," field loss double bjerrum, peripheral field down 
50 
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to 20°; Rfar advanced,n field lOSS less than 20° field; 
and "absolute,n field loss which is legal blindness. 
Table 10 shows the field vision of the patients 
at diagnosis and at follow-up. Upon follow-up the field 
vision of eleven patients remained unchanged, However, one 
of these eleven had a loss of central vision. Four patients 
suffered a loss of field vision between diagnosis and 
follow-up. Three of the remaining four patients were not 
tested for visual field loss at follow-up. One patient 
showed an improvement in field vision, however, the 
original field test was likely inaccurate either because 
the patient didn't cooperate fully or there was some error 
in the administration of the test. 
Types of Treatment Received 
·' 
As discussed 1n a preced~ chapter, the types 
of treatment used for glaucoma may be classified as non-
operative and operative. Periodic eye examinations, the 
frequency of which are dependent upon the severity of the 
condition, are essential 1n order to determine the effective-
ness of the medical regimen. These examinations can be 
quite disturbing to the pat lent. However, outs ide of the 
tension reading they are not repeated at each clinic visit. 
Patients often have a rather rigid appointment schedule 
at the onset of treatment planning. 
-----. 
_______ ..,._ 
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TABLE 10 
FIELD VISION OF BOTH EYES 
AT DIAGNOSIS AND UPON FOLLOW-UP 
Number of Patients 
Vision in Both Eyes At Diagnosis Upon Follow-up 
Normal-normal 6 5 
Normal-severe 4 3 
Moderate-moderate 2 1 
Severe Far Advanced 2 3 
Normal Moderate 0 1 
Normal Far Advanced 1 0 
Normal Absolute 0 1 
Moderate Severe 1 0 
Moderate Far Advanced 1 0 
Moderate Absolute 1 0 
Severe-severe 0 1 
Far Advanced 1 1 
No Test 0 _2_ 
Total 19 19 
Under close medical supervision, the strength and 
frequency of eye drops is determined for each individual. 
The ideal result is obtained when the disease responds to 
miotics. Drops are frequently successful in keeping the 
tension down over long periods of time if they are faith-
fully used. However, if tension canriot be controlled and 
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deterioration in central and field vision occurs despite 
miotics, operative treatment is mandatory. Surgery is 
often so successful that drops are no longer necessary. 
Sometimes more than one operation is needed. 
Fourteen patients 1n the sample took drops at 
follow-up. Out of these fourteen, three underwent surgery 
one~, two patients sustained two operative procedures, 
and ol?-e patient refused the recommended operation. Two 
patients were never required to instill drops. Three 
patients had discontinued taking drops, two of whom under-
went surgery in the course of their treatment for glaucoma. 
The third patient administered drops for fifteen consecu-
tive years after diagnosis, and was then told that they 
were no longer necessary. 
Although surgery is a physical and emotional ordeal 
the demands and inconveniences of the non-operative type 
of treatment cannot be underestimated. Some patients 
take as many as three different kinds of drops throughout 
the day and night. The unfortunate patients who have to 
instill drops during the night ana are conscientious about 
treatment either remain awake for fear of missing the time 
scheduled for administration or rise out of a sound sleep 
by the ring of an alarm clock. In addition, some types of 
miotics must be refrigerated. This presents problems 
during working hours as well as times of relaxation when, 
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for example, patients might wish to go to the beach. 
Mrs. Hillman graphically examplifies the degree of adjust-
ment which strict adherence to a regimen of miotics 
requires .. 
Mrs. Hillman, age fifty-four, states that she 
administers her drops faithfully, and considers her- I 
self lucky because she did not have to undergo I 
surgery. She expressed herself easily and well and I 
described 1n detail her initial embarrassment over 
having to instill the drops at certain times regard- 1 
less of where she was. She often bad to take them 
in the subway station where she endeavored to hide 
behind a pole as she was conscious of people staring 
at her. Mrs. Hillman, who· is a saleslady, had to 
make arrangements for her drops to be refrigerated 
at work. Sh~ sometimes leaves a customer in the 
middle of a sale, if more than fifteen minutes 
after the hour has elapsed and she has not had a 
chance to instill her drops. 
Length of Active Treatment 
We felt tmt it would be valuable to take into 
consideration the length of active treatment of the members 
of our sample group from diagnosis to follow-up as well 
as their respective ages at diagnosis. We are purposely 
modifying the word. "treatment" by the adjective "active" 
since two patients, of their own volition, were not under 
continuous treatment from the detection of glaucoma to 
the onset of our study. 
Length of treatment ranged from five months to 
sixteen years and six months. The average duration of 
medical supervision was six years and one month. 
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TABLE 11 
YEARS OF ACTIVE TREATMENT 
FROM DIAGNOSIS TO FOLLOW-UP 
Years of Treatment Number 
0-4 yrs~ 
under 1 year 4 
oyer 1 year 2 
over 2 years 2 
over 3 years 2 
4 yrs. 1 mo. to 8 yrs. 
over 4 years 1 
over 5 years 1 
over 6 years 1 
over 7 years 1 
8 yrs. 1 mo. to 12 yrs. 
12 yrs. 1 mo. to 16 yrs. 
16 yrs. 1 mo. to 17 yrs. 
of Patients 
10 
4 
2 
1 
2 
--
As presented in Table 12, ten patients had been 
under treatment for no more than four years. The length of 
active treatment of four patients did not exceed eight 
years. ,one of these four, Mrs. Carter, did not follow 
treatment continuously. She stopped instilling her drops 
and attending clinic awhile after surgery, which was 
performed three months following diagnosis, but did not 
adhere to any aspect of treatment for the next fifteen 
years. One other patient, Mrs. Rosetti, did not follow 
treatment continuously. 
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Mrs. Rosetti, age sixty-five at follow-up, went to 
the Infirmary from 19.35 through 1940 and discontinued 
clinic attendance from 1941 until 1946. In 1946 she 
was operated upon after which time she did not receive 
medical supervision for her eyes until 1951 when she 
resumed clinic attendance. She unnecessarily sus-
tained severe loss of field vision in one eye at 
follow-up because she postponed recommended surgery 
for ten years. 
Table 12 shows that the patients at diagnosis were 
comparatively young, as thirteen patients were between 
thirty-one and fifty at diagnosis.. In comparing Table 12 
and Table 2 we. see that while the patients were diagnosed 
at a young age, the majority (fifteen out of nineteen) 
were over fifty at follow-up. Fifty-one was the average 
age at· follow-up, whereas forty-three was the model age 
at the time of diagnosis. As shown in Table 12, ten 
patients were diagnosed at the height of their productivity. 
Age 
.31-40 
41-50 
51-60 
61-70 
Over 70 
TABLE 12 
AGE AT DIAGNOSIS 
Total 
--
Number of Patients 
.3 
10 
1 
2 
_l_ 
19 
56 
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Patterns of Clinic Attendance 
From Diagnosis to Follow-UR 
We will first present data on the relative degrees 
of delinquency of the patients in our sample. Negligence 
in attending clinic was a criterion for membership in the 
study. However, this does not mean that the patients were 
uniformly neglectful of treatment. Thus we thought it 
would be significant to evaluate their patterns of clinic 
attendance in the course of active treatment up to the 
time period (December 1, 1959 to February 2, 1961) of our· 
follow-up study. 
We classified clinic attendance into the following 
three categories: 
ill:scontinued. These patients did not attend clinic after 
·July 3l, l961. 
Delinquent. Those patients who missed half or more than 
half of their appointments between December 1, 1959 and 
February 2, 1961, were considered to be delinquent. 
IrregUlar. These were the patients who bad missed three 
or more appointments between December 1, 1959 and 
February 2, 1961 • 
. .. 
Table 13 shows the patterns of clinic attendance. 
With regard to ·the three discontinued patients , two had 
not missed any appointments until they had severed rela-
tiona with the infirmary. After they had discontinued 
I 
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clinic attendance they went to private doctors whom they 
saw regularly. The third patient who had been under active 
treatment for ten years and four months was regular in 
all but her third, seventh and tenth years of clinic 
att(9ndance when her pattern was irregular. She discontinued 
clinic attendance in June, 1960. 
Out of the seven patients who were irregular 
during our specified time interval only one was consistently 1 
irregular throughout active treatment, and two had uniformly 
regular clinic attendance patterns. The remaining four 
patients were predominantly regular in their overall clinic 
attendance. 
TABLE 13 
PATTERNS OF CLINIC ATTENDANCE 
BETWEEN DECEMBER 1, 1959 AND FEBRUARY 2, 1961 
Patterns 
Delinquent 
Irregular 
·Discontinued 
Total 
Number of Patients 
9 
7 
_l_ 
19 
With regard to the nine delinquent patients, one 
was continually delinquent, one was predominantly delinquent, I 
and one was noticeably irregular 1n clinic attendance. The 
remaining six patients had previously been prevailingly 
II 
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CHAPl'ER V 
PATIENT AND FAMILY KNOWLEDGE 
ABOUT ~LAUCOMA AT FOLLOW-UP 
Introduction 
In our ~troduction, we questioned whether neglect 
o£ treatment was related to the patients' and their 
families 1 1ack of knowledge about glaucoma. In this chapter 
we will try to determine some of the answers to this 
question. 
When an attempt is made to evaluate the patient's 
knowledge, the individual approach of the different doctors 
in informtng the patients about the disease must be taken 
into consideration. All doctors stress the importance 
of medication but some may minimize the danger of blindness 
more than others unless the patient bas actually been 
neglectful of treatment. Others may clearly inform 
patients of this possibility from the beginning. 
The patients' attitudes and knowledge are closely 
intertwined. A person in a state of panic at diagnosis 
may be unable to absorb the knowledge that would be 
helpful to him in understanding the disease. Another 
patient may be capable of grasping his situation despite 
his fear. Since glaucoma has a strong emotional impact 
because of the possibility of blindness, most patients 
need several explanations about its nature and e£fects 
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before they really comprehend the disease and its treatment. 
In order to assess patient and family comprehension 
of glaucoma, we have defined the following four categories 
of knowledge. 
Inaccurate. The individual had erroneous ideas about the 
disease process and the purpose of treatment. 
Mifiimal. Either the patient had no knowledge of the 
disease beyond the fact that it affected the eyes, or he 
may have ~d an ability to recite the symptoms and necessity 
for treatment but he had no knowledge of glaucoma and may 
not have known the name of the disease ... 
~· There was an awareness of glaucoma as an eye disease 
that could lead to blindness if treatment was not followed. 
Elaboration of the disease process was minimal and there 
was little realization of treatment goals. Also, some 
confusion may ·have been present 1n the knowledge of treat-
ment and diagnosis. 
Considerable. This meant that a patient had a clear and 
relatively detailed comprehension of glaucoma. He knew 
that m~atics were employed to relieve tension, thus 
reducing or preventing fu.~her visual loss. 
Patient Knowledge About Glaucom~ at Follow-Up 
Table 14 shows the degree of knowl.edge that the 
patients had about glaucoma at follow-up. We were able 
to obtain information about the knowledge of only eighteen 
60 
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as one bad a language barrier. 
TABLE 14 
.. 
PATIENT KNOWLEDGE OF GLAUCOMA AT FOLLOW~UP 
Degree of Number of 
Knowledge Patients 
Inaccurate 3 
Minimal 2 
Some 3 
Considerable 10 
Unknown 1 
Total 19 
At follow-up, ten patients had considerable 
knowledge and three had some comprehension of glaucoma. 
Therefore, we concluded ·that thirteen patients had at least 
some intellec~ual appreciation of the disease and the 
consequences of neglecting treatment. These thirteen 
patients obtained their information from doctors. In 
addition, two had relatives with glaucoma from whom they 
had: gained further understanding of the disease. 
A patient who showed considerable knowledge of 
glaucoma was Mrs. Sawyer, whose case may be illustrated 
as follows. 
When questioned abo~t her knowledge of glaucoma 
and its treat~ent, Mrs. Sawyer, age fifty-two, 
pointed out that eyedrops were used to reduce 
=======~ 
tension or maintain normal pressure within the eye. 
She told of how increased pressure gradually impaired 
vision by destroying the "seeing nerves" of the eye. 
Her realization of the importance of treatment was 
expressed by her statements that lost vision could 
not be restored and her periodic visits to the 
doctor were necessary so that he could check on 
the effectiveness of medication. 
A :patient demonstrating some knowledge of glaucoma 
was illustrated by the case of Mrs. Carter. 
Mrs. Carter, age sixty-eight, realized that miotics 
prevented further visual loss although she did not 
know why, and she was impressed with the necessity 
of strictly following the treatment regimen. .She 
was awa,re of being examined for tension ·at clinic, 
however, she thought of intraocular pressure as 
be~g. a type of fever. 
0~ the remaining five patients, two had minimal 
knowledge, which was limited to the fact that glaucoma 
was an eye disease for which the doctors at clinic 
recommended the use of drops. Neither patient indicated 
any awareness that glaucoma might lead to blindness if 
treatment was neglected. · It may be that they denied the 
threat of blindness or that they knew of this possibility 
and didn't express it to us. Their information about 
glaucoma was obtained through doctors, and 1n one case, 
the patient had hear~ of the disease from a relative who 
also had glaucoma. 
The two patients with minimal knowledge may be 
described as follows. 
Mrs. Jensen, age seventy-four, stated that she was 
not aware at follow-up of having glaucoma. She 
spoke of having been told by the doctors to take 
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eyedrops and attend eltnic, but she could not recall 
being informed that she had glaucoma. Vaguely she 
knew that she had a tyPe of tension and eyedrops 
were supposed to help this in some manner. 
Mrs. Campbell, age seventy-four, was a frail 
looking woman with a vague and somewhat confused 
manner.. She was also quite hard of hearing, which 
may have accounted for some of her apparent confu-
sion, and may also have partly prevented her from 
gaining a clear understanding of glaucoma. Her 
husband~ who ·was present during our interview, 
commented at one point that she was losing her 
memory. As a result she understood little about 
glaucoma and the necessity of treatment. When 
asked about her comprehension of the disease, 
she stated, "It's some kind of eye trouble," but 
she co~d not elaborate upon this beyond adding 
that she took drops because the doctors told her 
to do so. 
The remaining three patients in our sample were 
inaccurate 1n their knowledge of glaucoma. They were 
informed of the disease by doctors but added their own 
interpretations to. the information they were given. 
Examples of erroneous comprehension of glaucoma are provided 
in the following case illustrations. 
When Mrs. Powell, age fifty-six, was interviewed, 
she initiall.y recited the salient facts about the 
symptoms and treatment of glaucoma, stating that 
increased tension l.ed to destruction of vision and 
miotics regul.ated intraocular pressure. On being 
questioned more closely, she revealed distortions 
in her ideas about glaucoma, saying that she 
thought tension must be cancer or high blood pressure, 
despite the doctors 1 repeated assurances to the 
·contrary. 
Mrs. Hertz, age seventy-four, revealed no understanding 
of the disease or the purpose of treatment. She 
described her erratic attention to medication by 
stating, "I'm my own doctor, and take drops when my 
eyes feel bad. They don't feel the same every day." 
-= 
Mrs. Hertz' misconceptions about glaucoma and the 
purpose of treatment were further revealed when 
she expressed her faith 1n home remedies. She 
commented that when the drops made her eyes burn, 
she bathed her eyes in a solution of baking soda 
and water immediately after taking miotics, which 
she added, "made my eyes feel. as good as new. n 
In talking about glaucoma, Mrs. Lerner, age sixty-
three, showed a good understanding of the disease 
process and the purpose of eyedrops. However, 
when she began to talk abo~~ her present knowledge 
of glaucoma, her confusion was evident. Following 
surgery 1n 1954, she was told that she no longer 
had to use miotics. She took this to mean that 
her condition was so hopeless that nothing could 
be done for her. In fact, surgery had been bene-
ficial to the point where eyedrops were no longer 
required. 
In our efforts to gain insight into the patients ' 
understanding of glaucoma • we tried to determine their 
degrees of lmowledge at diagnosis. By so do1:rig, we hoped 
to see what changes, if any, had taken place 1n the extent 
of their comprehension during the course of treatment. 
While we did obtain illformation about this, we que~tioned 
the validity of oti.r findings, because a patient's estimate 
of his knowledge at diagnosis is likely to be biased by 
his present understanding of the disease. With this 
cautionary note 1n mind, we can make some comparisons 
between patients' knowledge at diagnosis and at follow-up • 
. According to our evaluation, it was found that 
eight patients had the same knowledge at diagnosis as they 
had at follow-up. Of these eight, four had considerable 
comprehension at diagnosis. Seven other patients increased 
="lt====t"""h~eir understanding of ~~aucoma duri~ the period studied, 
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and the remaining three were inaccurate in their knowledge 
at follow-up. The latter group has already been described 
in previous pages. 
We tried to determine whether the patients' under-
standing of glaucoma had any bearing on their clinic 
attendance.. Table 15 shows the relationship between the 
degree of patient knowledge and clinic attendance. 
TABLE 15 
PATIENT KNOWLEDGE OF GLAUCOMA AT FOLLOW -~P AND 
CLINIC ATTENDANCE 
Degree of Clinic Attendance 
Knowledge Discontinued Irregular Delinquent 
Inaccurate 1 1 1 
Minimal 0 0 2 
Some 0 3 0 
Considerable 2 3 5 
Unknown 
_Q_ _Q_ _!_ 
Total 3 7 9 
Total 
3 
2 
3 
10 
_!_ 
19 
Judging by the table, we see that one-half of the 
patients with considerable knowledge were delinquent. Five 
of the nine delinquent patients had considerable knowledge. 
Two of the three patients who had discontinued 
clinic attendance went to private doctors. They maintained 
that they adhered strictly to prescribed treatment and had 
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missed no appointments with their respective doctors. Both 
had considerable knowledge about glaucoma. 
Family Knowledge About Glaucoma at Follow-U:g 
Two patients had no :families and thus we have 
information about the knowledge of seventeen :families. 
At :follow-up, seven families had considerable 
knowledge and five had some comprehension of glaucoma. The 
majority of families obtained their information about the 
disease :from the patientse Three families had done some 
reading about the condition, whereas three others gained 
most of' their knowledge :from the doctors when they 
accompanied the patient to clinic. In the latter eases, 
the patients • comprehension o:f glaucoma and its treatment 
I had been limited. The following case illustrates a 
situation where the doctor was the chief source of' knowledge 
for a family: 
At diagnosis, Mrs. Kane, age forty-eight, was not 
impressed with the seriousness of glaucoma even 
though the doctors explained this to her. She 
didn't give her husband much information about 
the disease and, consequently, he too felt that 
it· wasn't serious. Mrs~ Kane neglected her treat-
ment for a year or more, after which a clinic 
doctor warned her that she would become blind if 
she continued to ignore her medical care. The 
doctor spoke to Mr. Kane~t that time as well. 
The doctor also explained glaucoma in some detail 
to Mr. Kane 1n an attempt to increase his aware-
ness of the importance of medical care. 
We tried to compare families 1 knowledge at diagnosis 
and at follow-up; however, the validity of our findings is 
::::::: = ··-,~, 
open to the sam~ question as in the case o~ the patients. 
Nine ~amilies seemed to have the same knowledge at ~ollow­
up as they had at diagnosis. 0~ the nine, ~our had 
minimal. lmowl.edge and :five had some. The remaining eight 
~amil.ies gained in understanding between diagnosis and 
~ollow-up. Four ~amilies who had none or minimal .knowl.edge 
at diagnosis bad considerable comprehension upon :follow-up. 
When we went on to compare patient and :family 
knowledge about glaucoma at ~ollow-up, we :found that nine 
o~ the te~ patients who possess~d considerable comprehens~on 
had ~amilies with either some or considerable understanding. 
Patients tended to have a better knowledge o~ the disease 
than their families. Eight patients had more understanding 
than their :families while only three families were more 
knowledgeable than patients. 
In relating a ~amily' s knowledge and the patients . 
clinic attendance, we learned that one-llalf' of' the delinquent I! 
group o:f patients had families with considera.bl.e knowledge I 
about glaucoma. Only. one ~amily o~ a delinquent patient 
had minimal knowledge, while the remaining ~amil.ies 1n 
this group had some or considerable understanding o~ 
glaucoma. 
I 
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CHAPTER VI 
PATIENT AND FAMILY ATTITUDES 
TOWARDS GLAUCOMA AT FOLLOW-UP 
Patient Attitudes Toward Glaucoma at Follow-Up 
Table 16 presents patient attitudes about glaucoma 
at follow-up. 
TABLE 16 
PATIENT ATTITUDES TOWARDS GLAUCOMA AT FOLLOW-UP 
Attitudes at Follow-Up 
Expression of fear 
No expression of fear 
Acceptance·· 
Attitude unknown 
Total 
Number of Patients 
7 
6 
5 
_!__ 
19 
The seven patients who verbalized fear of blindness 
also mentioned feeling discouraged and depressed periodically 
over treatment. Four of the seven patients spoke of 
becoming discouraged when, despite faithful at~ention to 
II 
11 prescribed medical care, their sight remained the same 
II or their tension increased. Even though these four 
I
I patients knew that glaucoma was not cured through treatment, 
they felt depressed when there were no apparent results 
I 
IJ f~r their efforts. This may be illustrated in the case 
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of' Mrs. Davis. 
Mrs. Davis was a thirty-nine year old woman who bad 
been separated f'rom her husband for four years. 
Approximately three or f'our months after her separa-
tion, she suffered from a sudden- acute attack of' 
glaucoma. She had discontinued clinic attendance 
at the Massachusetts Eye and Ear Inf'irmary, but was 
being seen regularly by a private doctor at the time 
·of' f'ollow-up. Mrs. Davis said that sometimes she 
became depressed and upset at the thought that she 
might go blind despite her f'aithfulness to treatment. 
This fear was increased in view of' the f'aot that 
glaucoma bad previously attacked with such sudden 
and harmful ef'f'ects. Although she· realized that 
miotios would not restore her sight, she tired of 
taking them when she saw no results·. In her periods 
of depression, she f'elt lonely and fearf'ul, and 
wondered how she ~ould manage if she became blind. 
Her depression usually passed f'~irly quickly, but 
recurred periodically. 
Two patients mentioned that their f'ear of' blindness 
had increased because of their inattention to the medical 
regimen. It is possible that more patie.nts shared the 
same feeling; however, they did not directly attribute 
their apprehension to neglect of treatment. The oases of 
the two patients whose fear arose t~ugh disregard of' 
medical care are presented as f'ollows. 
Mrs. Greco, age forty-five, was separated from her 
husband and lived with her two young sons. She 
spoke of' having worried over her neglect of' treat-
ment. At times, she f'orgot to take her eyedrops 
during the day if she had been busy w1 th the 
children or upset about her several diff'ioulties. 
Occasionally she awoke during the night and took 
her drops if she had forgotten to take them dUl'ing 
the day or· if she couldn't remember having taken 
them. Periodically, she became frightened at the 
thought of blindness and questioned what would 
become of' her and the children if' she lost her 
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Mr. Lewis, age fifty, described his past and present 
attitudes towards glaucoma •. He told that at diagnosis 
he was not at all worried or upset. He went on to 
say that since he had experienced s0 much illness 
at various times, glaucoma didn't seem serious to 
him. Besides, he had confidence that the disease 
could be controlled and blindness prevented. In 
contrasting his present attitude to his past reac-
tion, he said that ~ was worried at 'follow-up since 
he had been remiss in clinic attendance. He was 
afraid that his tension may have increased and he 
commented that he could not afford to lose vision 
in his normal eye because, nit's the only good eye 
I have." 
The remaining patient who expressed fear and 
discouragement was Mrs. Lerner, who has already been 
described to illustrate her inaccurate knowledge. It will 
be recalled that following surgery, she no longer had to 
take miotics and she considered this to be indicative of 
the hopelessness of her condition. 
Out of the seven patients who expressed fear and 
.discouragement, five bad considerable knowledge and two 
were inaccurate in their understanding of glaucoma. 
Six of the twelve remaining patients did not express 
fear in their attitudes towards glaucoma. Characteristic 
of t~is group was their failure to mention worry or dis-
turbance about the disease, and yet they gave no clear 
expression o~ how they dealt with it. Perhaps their was 
an element of denial in their reactions to glaucoma 
although this cannot be stated with any degree of certainty 
after only one interview. One patient, for example, said 
that she wasn't worried, because her eyes didn't feel any 
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differently than they had felt be:fore. In regard to two 
other patients, surgery was ·performed two years ago on 
one and fourteen years ago on the. other, with the result 
that they no longer had to take drops. Therefore, they 
said that glaucoma had lost its emotional impact and they 
were by follow-up, hardly aware of having the disease. 
Case illustrations of the remaining three patients 
may serve to illustrate their lack of expression of fear: 
Mrs. Jensen, a seventy-four year old widow, said 
that she was unaware of having glaucoma. She 
thought her "eye troublen was due to cataracts 
for which she previously received treatment. She 
took her eyedrops fairly regularly but said that 
if she thought ber supply was running short, she 
took them two or three times per day instead of 
five. 
Mrs. ROdman, age fifty-nine, said she was not 
alarmed about glaucoma, as she knew it could be 
controlled. Her mother had glaueoma, but did 
not take her drops regularly and therefore lost 
a good deal of vision, but Mrs. Rodman explained 
that this would not happen to her as she was 
faithful in administering miotics. She missed 
clinic appointments "occasionally" because she 
couldn't see why it was so important to attend 
clinic, although she supposed the doctors had 
to check her tension. Mrs. Rodman had a number 
of chronic illnesses including gout· and arthritis, 
which she stated were more debilitating than 
glaucoma and thus gave her more worry. She 
complained bitterly about every type of medical 
care she had received saying-that the doctors 
hadn *t been able to help her, and she felt she 
knew how to treat her ailments as well as they 
did. 
Although Mrs. Hertz, age seventy-four, knew that 
she could become blind, she stated.that she was not 
at all anxious about her condition, and.that her 
neglect of treatment didn't bother her. She had 
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little or no understanding of the disease process 
or of the purpose of miotics.. When her eyes felt 
badly she frequently sought relief in bome remedies 
such as bathing her eyes in a solution of baking 
soda ana water. Sll;e. refused surgery on the grounds 
that their wasn't a medical consensus; one doctor 
recommended an operation while another, with whom 
she had a long and fond relationship didn't feel 
that sucha procedure was mandatory. She cited 
examples of unsuccessful surgery on glaucoma 
patients and added, "If I were young, it would 
be different. I can see fine and thread. a needle 
better than my daughter, so why should I worry." 
Within the group of patients who expressed no fear 
of glaucoma, three had considerable knowledge, two bad 
minimal comprehension and one was inaccurate in her under-
standing of the disease and its treatment. 
Five of the six remaining patients showed an atti-
tude which we felt was best described by the word ~accept­
ance." All five had taken positive steps to deal with 
glaucoma. in that all used miotics faithfully. Also, in 
various ways, all stated that they had learned to live 
with the disease without feeling unduly worried by it. 
Three patients mentioned that they had been fearful at some 
point following diagnosis,. although not necessarily at 
diagnosis, but they were n<l longer alarmed by it • This 
attitude may be illustrated in the ease of Mrs. Hillman. 
Mrs. Hillman said that she had been extremely 
upset when she tit"st learned of her diagnosis. She 
cried ~d felt very depressed, and thought that she 
would rather die than go blind.. There had been some 
possibility of surgerY about which she expressed 
much fear, exclaiming, "I was terrified of the 
knife." 
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In compar~ her past reaction to her feeling at 
follow-up, she stated that she had learned to 
live with the disease and was now in control of 
the situation. Since she did not have to undergo 
surgery, she considered herself lucky. She 
emphasized that she took her drops fai thtully 
and illustrated this by saying that if, for 
example, she had been waiting on a customer (she 
was a saleslady), and the time went ten minutes 
past the hour when she had to take her drops, 
she· left her customer for a moment to administer 
them. Mrs. Hillman said she had learned to feel 
more comfortable about the disease and despite 
some inconvenience and occasional worry, she felt 
that she had learned to adjust to the fact that 
she had glaucoma. 
Two of the five patients who showed an attitude of 
acceptance spoke of never having been alarmed or worried 
at having glaucoma. Both expressed a strong religious 
faith which enabled them to accept crises. This may be 
illustrated in the case of Mrs. Carter~ 
Mrs. Carter, age sixty-nine, knew of the possibility 
of going blind if she neglected to take miotics 
regularly. She said that she took her drops faith-
~ully and that administering them had become 
"automatic, like clockwork~" She' said that she 
had done everything possible to preserve her eye-
sight and that she was not frightened by the 
disease. In enlarging upon this she commented 
that "every person must. have an affliction on 
earth. What is to happen will happen and so there 
is no point 1n worrying. If God meant for me to 
be blind, there is a reason and I have to accept 
it." 
. In 'f?he group of patients who were accepting 1n 
their attitude towards glaucoma; two had considerable 
knowledge and three had some comprehension. 
The one remaining patient had a language barrier 
and thus we. ·were unable to assess his attitude towards 
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glaucoma and its treatment. 
we 'tried to determine the patients' attitudes 
towards the disease at diagnosis. Again, our results are 
questionable ~or the same reasons that they were doubt~ul 
in assessing patients knowledge at diagnosis. Also, some 
patients expressed themselves with considerable emotion, 
while others whose reaction may have been equally intense, 
were outwardly calm in the way they described past atti-
tudes. 0~ the seven patients who were ~ear~ul at ~ollow-up, 
six indicated that they were also in ~ear o~ blindness at 
diagnosis. One other claimed that he hadn't been upset 
at diagnosis but became apprehensive upon neglect o~ 
treatment. Four o~ the six patients who showed no .fear 
at follow-up commented that they were un~raid at diagnosis. 
The remaining two, who had surgery shortly a~ter diagnosis, 
spoke o~ their fear of blindness at the time. 
Among the patients who expressed acceptance, one 
said that she was extremely ~earful at diagnosis. Another 
commented that she didn •t think glaucoma was serious when 
she ~irst learned o~ it; however, she ~elt alarmed later, 
when the doctor in~ormed her that she could go blind if 
treatment was neglected. Another patient spoke o~ not 
being alarmed; however, some ~ear was indicated by the 
~act that she went to a doctor o~ her own nationality to 
learn more about the disease once she realized that it 
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could result in blindness. The other two were the ones 
who expressed religious faith and stated that they weren't 
frightened by the disease. 
Table 17 shows the relationship between clinic 
attendance and patient attitudes. It can be seen that the 
patients who expressed no fear were the most negligent 
in attending clinic. The one patient who expressed no 
fear and had discontinued clinic at the Massachusetts Eye 
and Ear Infirmary was the only one of the three discontinued 
patients who wasn't receiving treatment elsewhere. She 
had quit clinic attendance on being informed of the 
necessity for surgery, and therefore it is possible that 
she had ~ear which she denied. From these results we can 
speculate that the patients who expressed no fear may have 
had, in reality, the most intense fear about glaucoma, 
and because of their apprehension were the most resistant 
to treatment. 
Of the patients who indicated an attitude of 
acceptance, four were irregular and one was delinquent. 
This group of patients, in contrast to those who expressed 
no fear, emphasized that they were faithful 1n taking 
miotics. 
Both patients who showed fear and who had discon-
tinued clinic at Massachusetts Eye and Ear Infirmary were 
being seen by private doctors. Both maintained that they 
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TABLE 17 
PATIENT ATTITUDES AT FOLLOW-UP AND CLINIC ATTENDANCE 
Clinic Attendance 
Attitudes 
at 
FQllow-Up Discontinued Irregular Delinquent 
Expression 
of .fear 
No expression 
of fear 
Acceptance 
Unknown 
2 
1 
0 
0 
3 
0 
4 
0 
2 
5 
1 
1 
were faithful 1n keeping appointments and in taking miotics. 
One of these two patients discontinued clinic after having 
been advised to undergo surgery. The thought of this 
procedure was frightening to her and so she went to an 
ophthalmologist who told her that an ope rat ion would not 
be necessary. The other patient also transferred to a 
private doctor in order to eliminate time spent in clinic, 
and to avoid the continuous change of doctors, which was 
Xnherent in clinic attendance. 
Judging by these results it appears that the 
patients who showed acceptance or fear of blindness were 
more faithful in their adherence to treatment than those 
wb.o ·maintained that they were not fearful of blindness. 
Family ~ttitudes Towards Glaucoma at Follow-Up 
0nly one family expressed fear of blindness at 
follow-up. This attitude can best be explained by an 
illustration. 
Mrs. Greco was a forty-five year old woman who was 
separated from her husband. Two of her children 
were living with her. Her twelve year old son 
was worried about her eye condition and at tlmes 
expressed his concer.n by becoming impatient when 
he found that she was uncertain as to whether or 
not she had taken drops. On these occasions he 
usually asked her, '~hat's the matter, do you 
want to go blind?" 
At follow-up, seven families gave no indication 
of being worried or upset 1n their attitudes towards 
glaucoma. Common to all was the feeling that glaucoma 
had not been disabling 1n its day to day effects. They 
all indicated in one way or another that they were oft en 
no longer conscious of the patient having glaucoma. 
In this group, four had minimal lm.owledge, one had consid-
erable comprehension and two had some understanding of 
glaucoma. 
Nine families showed an attitude of acceptance 
to the presence of the disease. In all nine cases, it 
was noted that family members were aware of the importance 
of treatment and assisted the ~atient to a greater or 
less degree in carrying out the medical regimen. In 
this group of families, six had considerable knowledge, 
two had some and one had minimallm.owledge. 
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Five patients felt that they had no moral or 
practical help from family members 1n carrying out their 
treatment. In at least two cases, the patients may have 
been encouraged to follow medical recommendations if there 
had been more concern and awareness on the part of the 
family. The following illustrations will help to highlight 
this statement • 
Mrs. Rosetti, age sixty-five, said that at diagnosis, 
she carried the burden of treatment on her own, 
since her children were young at the time and her 
husband had no understanding of the disease process 
or of the treatment regimen. On. her own, she made 
the decision not to undergo recommended surgery. 
She had no encouragement from her family to have 
the operation as a preventive measure. Thus, she 
waited ten years 1 until her children were old 
enough to manage on their own, before she underwent 
the procedure. 
Mrs. Hertz 1 age sixty-five, refused surgery which 
was advised by the doctors. She also discontinued 
clinic shortly after surgery was recommended. Her 
husband who badn 't been an enlightening or support1 ve 
force, had little knowledge of glaucoma. 
In the five families mentioned above, none showed 
upset or worry in their attitudes. to glaucoma at follow-up. 
The extent of knowledge was minimal 1n three cases 1 and 
1n one, the patient's daughter had considerable knowledge 
about her condition, but her husband had none. Only one 
family 1n this group had some kno11rledge of the disease. 
Twelve patients received varying degrees of 
encouragement and assistance from family members 1n carrying 
out their treatment. In some eases this consisted of 
II 
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driving the patient to clinic, reminding himt to take his 
drops or having a prescription filled when the supply of 
m1ot1cs was depleted. Five patients mentioned that moral 
support and understanding from. the family had been 
especially important to them when they tired of treatment. 
In two eases, there was evidence of strong and sustained 
support from family members. The case of Mr. Reuben may 
be presented as an example of family participation 1n the 
treatment regimen. 
Mr. Reuben, age fifty-one, lived with his wife and 
two teenage children. He was legally blind and had 
consequently made many adjustments in housing, 
employment and every day activities. His family 
was supportive, both emotionally and 1n practical. 
matters. His wife was very co:ns cious of his medical 
regimen and understood the importance of close 
adherence to the doctors recommend.at ions. Mr. Reuben 
commented that his wife knew as much and more about 
his treatment than he did. Mrs. Reuben frequently 
helped her husband to administer eyedrops when he 
was at home. The family was conscious of keeping 
furniture and household effects in the same place 
to ease his mobility around the house. 
In the above twelve families, ·eight showed attitudes 
. . 
of acceptance, two gave ne expression of fear or disturbance, 
and one family showed fear of blindness. Only two families 
in the twelve bad minimal knowledge. Six families had 
considerable and four had some knowledge of the disease. 
Table 18 relates the kind of family support to 
clinic attendance. From this table, we see that four of 
the five patients who received moral support were the most 
faithful in carrying out their treatment regimen. Two of 
the patients who discontinued clinic at Massachusetts Eye 
and Ear Infirmary we.re receiving treatment from private 
doctors. They both felt that moral support from their 
families had been most valuable to them. 
Five of the seven patients who received support 
from family 1n the way of practical help were delinquent. 
It should be noted that considerable moral support can be 
given by providing practical help. 
TABLE 18 
FAMILY EMOTIONAL SUPPORT AND CLINIC ATTENDANCE 
Families' Clinic Attendance 
Support Discontinued Irregular Delinquent Total! 
No support 1 2 2 5 
Moral support 2 2 1 5 
Moral and 
practical 
support 0 2 5 7 
No family 
_Q_ 
...!... 1 .....L 
Total 3 7 9 19 
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CHAPrER VII 
EMOTIONAL AND ENVIRONMENTAL FACTORS 
AFFECTING GLAUCOMA AND ITS TREATMENT 
Patient Evaluation o~ Treatment Participation 
As previously stated, there are two tYPes o~ 
treatment for glaucoma i) non-operative, which includes 
the use o~ miotics and periodic clinic visits, and ii) 
operative treatment. 
Thirteen of the ~ifteen patients in the study 
group who were taking miotics ~elt that they administered 
their eyedrops ~aithfully. We were unable to obtain one 
patient's evaluation o~ his adherence to the eyedrop 
schedule, due to a language barrier. The remaining patient, 
who admitted that she was not altogether attentive to her 
miotic regimen, may be described as ~allows. 
When asked to evaluate her adherence to treatment, 
Mrs. Greco, age ~o rty -~i ve, replied, nr 1 m probably 
not as good as I should be about taking my drops." 
She explained that she occ§.sionally ~argot to 
instill the eyedrops if she was busy with the 
children or i~ she was upset. At times she awoke 
·during the night to take her drops if she thought 
she had neglected to use them during the day. 
0~ the thirteen patients who claimed that they 
~allowed the eyedrop schedule well, three were probably 
less attentive than they considered themselves to be, as 
the ~allowing examples demonstrate: 
Although Mrs. Campbell, age seventy-two, highly 
evaluated her treatment participation, her husband 
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felt that she was somewhat neglectful of her medical 
care. In the course of our interview, Mrs. Campbell 
mentioned that quite often, the e~e..drops produced 
blurring vision,. Thus she sometimes refused to 
take them, particularly if she felt irritable or 
ill. 
Mrs. Powell at first spoke of her faithful adherence 
to taking miotics, but later mentioned that, "I 
skimp on drops sometimes when I can't afford to buy 
another prescription." She added that on occasion, 
she had gone without drops for a few days until she 
could pay for a new supply. 
Mrs. Hertz commented that if the drops made her eyes 
bur.n, she "makes them feel as good as new by washing 
them with baking soda and wate~.n 
The members of our study group did not evaluate 
themselves qualitatively about clinic attendance as they 
did with regard to the administration of miotics. Instead, 
they cited practical difficulties which prevented regular 
clinic attendance. Eight patients cited illnesses as the 
main reason for missing clinic appointments. Seven of 
the eight had one or more illnesses 1n addition to glaucoma. 
The remaining patient d1d not have any specific disorder, 
but said that at times she didn't feel well. Two of the 
eight patients had heart conditions and gave difficulty 
in transportation as an additional reason for failure to 
attend clinic. The influence of heart disease as well 
as other d1lnesses in compounding the problems o~ getting 
to clinic is illustrated 1n the case of Mrs. Geddes. 
In addition to glaucoma, Mrs. Geddes bad a heart 
condition, ·osteo-arthritis, chronic bronchitis 
and hernia, for which she had appointments in 
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medical el~ic. She had also been referred to 
gynaecological and nerve clinics. Thus she had 
more pressing physical disorders with which to 
deal than glaucoma. Usually she had bronchitis 
in winter, with the result that she was confined 
to the house. In addition, she lived at the 
crest of a high hill, which she could not descend 
during winter months. As she 1ived several miles 
from the Infirmary, a round trip t~i fare was 
prohibitive. Her. daughter had to take time off 
work to drive her to clinic. 
Four other patients mentioned that travelling was 
their greatest difficulty in attending clinic. All lived 
some distance from the Infirmary and found the number of 
transfers, the many stairs and the street crossings to 
be tiring and confusing. Two of the four patients stated 
that on days when their vision felt blurred or when there 
was considerable glare from the sun on the snow, they did 
not want to risk coming to clinic. 
According to two patients, the cost of Clinic fees 
acted as a deterrent to their clinic attendance. Although 
they knew that reductions could have been arranged, they 
felt hesitant about requesting assistance of this kind. 
Three patients stated that· they received medical 
check-ups regularly. Two of these patients saw private 
doctors, and one missed four ou~ of ten appointments in 
the last year, and two out of seven the year before. 
Some Emotional Factors Which May Have Affected Glaucoma 
In addition to practicai difficulties which 
patients enumerated they also indicated several emotional 
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factors which may well have had a bearing on the .disease 
process as well as on their attention to treatment. 
The majority of patients ~ our sample, indicated 
in one way or another that they were tense, nervous people 
who had taken a fair degree of responsibility in deal~ 
' 
with their own difficulties as well as those of family 
members. A number of these patients questioned if glaucoma 
was · ~ some way related to their tenseness in personality. 
An example of these statements is provided in the case 
of Mrs. Kane. 
Mrs. Kane was a pale, meticulous, tense woman who 
sat primly on the edge of her ehair, with her 
~ hands folded, during the follow-up ~terview. 
Her hQme, perhaps a bit cluttered, was nevertheless 
immaculate. She spoke of herself as always having 
been high strung and wondered if her nervousness .. 
had somehow caused glaucoma. She went on to 
relate some of the problems with whieh she had been 
faced, which she felt may have contributed to her 
tenseness of late. Her daughter, who had three 
small children, was separated from her husband 
and periodically came to live with the Kane t a-
during a financial crises. Mrs. Kane had always 
been ready to help her daughter, but stated that 
this was. a heavy burden at times, and also, the 
children "take a great deal out of me when they 
are apound all the time.'' At the time of follow-
up, Mr. Kane was unemployed, and since he was 
middle-aged, they were quite worried about the 
possibility of him getting another job. 
Five of the eight patients who had more than one 
serious illness with which to deal suspected some connec-
tion between the onset of symptoms and their emotions. 
This may be illustrated in the case of Mrs. Rodman~ 
85 
==*=========~=====================-=-=-==-~=====-=-=-==~=·==-========~-~~--~ 
Mrs. Rodman pointed out that in the face of some 
problem or difficulty, she became very "nervous 
and upset. n Then, she said, "All my ailments 
start to act up, one by one. My gout , arthri.t is , 
ulcer and pain in the eyes, follow one right after 
the other. n 
Within our sample, three patients had their .first 
symptoms of glaucoma shortly after having experienced 
severe emotional upsets. In two of these patients, 
symptoms appeared within three to four months following 
.. · 
separation from their respective husbands. The third 
patient suffered the onset of glaucoma within a year after 
her husband's death. 
Several members of our study indicated past or 
present dissatisfactions 1n their relations with others. 
Four persons were separated. Another patient who subse-
quently remarried stated that her first husband had bean 
an irresponsible and abusive man who finally deserted her 
and their three young children. Present marital ~iffi-
culties were mentioned by two others as being a source 
of strain. One of the latter patients appeared to have 
a history of difficulty 1n inharmonious relationship with 
her mother and seemed to feel that any person in a position 
of authority was threatening to her. 
Patient Hospital Experi~ 
In order to have a better understanding of the 
patients• attitudes towards their total medical care, 
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we asked them for impressions of their experiences with 
clinic and with social service. It seems reasonable to 
expect that a patient is appreciably convinced of the 
importance of clinic visits if he feels confidence in the 
care which he is given at hospital. This care includes 
not only medical attention per se but the consideration 
given to understanding his individual circumstances and 
the meaning of the illness to him. 
Social Service Cont~. Nine of the nineteen patients 
stated that they had contact with the Social Service 
Department at some point during their period of treatment 
at the Massachusetts Eye and Ear Infirmary. They described 
their attitudes towards the social worker in such terms 
as, "She was good to talk to, tt "I found her encouraging 
to talk to, " and all nine mentioned that she had been 
helpful. Six patients elaborated on the kind of assistance 
they had received from the Social Service Department. 
Four mentioned that practical help, such as securing a 
reduction in medical fees and obtaining glasses, had been 
valuable to them. Two others talked of the emotional 
support as well as the practical as~istanoe which they 
had been given by the social worker. These cases may 
be illustrated as follows. 
Mr. Jones told that he had several contacts with 
Social Service. His initial purpose in approaching 
the department was to obtain a reduction on a pair 
of glasses. In describing his reaction to the 
social worker, he commented, "She was very helpfUl; 
she helped me to get glasses as cheaply as possible." 
Later on, when he had surgery, the social worker 
gave him "encouragement" and "told me not to be 
afraid." He had a warm relationship with the 
worker whom he "dropped in to see" ~henever he 
came to clinic, as "she told me to let her know 
how I'm getting along." 
When Mr. Reuben was in the process of adjusting 
to near blindness, he maintained contact with the 
Social Service Department over a two year period. 
He spoke highly of the social workers he had seen 
at the Infirmary saying that they helped him. to 
make arrangements for himself and his family at 
a time when he needed assistance in effecting 
the many changes necessitated by his loss of 
vision. He commented that the social worker 
referred him to the Division of the Blind, and 
arranged for his children to attend camp one 
summer. which had been an enjoyable experience 
for them. He also added that the workers were 
"very understanding and. good to talk to. 11 
Nine patients had no contact with Social Service. 
Various reasons were given for not having seen a worker, 
but the most frequent response was that they saw no need 
for a social wor~er, since they understood the illness 
and weren't having any particular difficulties. One 
patient refused contact with the department because of 
her stated anger towards nvlelfare. " 
When Mrs. Rodman was asked if she had seen anyone 
from the Social Service Department, she replied, · 
"No, I haven't. I don't want anything to do with 
Welfare." She went on to talk about the injustices 
which people had suffered at the hands of "Welfare," 
saying, "They're all the same. They rob the poor 
and feather their own nests." Mrs. Rodman was 
bitter and hostile in her remarks concerning 
"welfare," her medical care, the landlord and any-
one who represented some tyPe of authority. 
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One patient had seen a social worker on one occasion 
in order to obtain fUrther clari~ication about the meaning 
o~ glaucoma to her. She did not think it necessary to 
continue seeing a social worker, as she said that she under-
stood the disease and had no other problems. 
Clinic Experience. Thirteen o~ the nineteen patients 
spoke highly of the attention they were given by the 
doctors and of' the confidence they .felt in the medical 
care available to them at the Infirmary. Two patients 
commented that they enjoyed going to clinic as it gave 
them an outing. Both said that they knew other patients 
who attended.clinic regularly as well, and they rather 
looked forward to seeing them. One of these patients 
was a widow, and the other, who was separated from her 
husband, lived with her two children. They both gave 
the ~pression of being lonely. One patient complained 
bitterly about a.ttending clinic, saying that she waited 
a long time to see the doctors for only a few minutes .. 
She felt that it was only necessary to attend clinic 
occasionally • 
.Qrll.!£isms o~ Clinic. The patients in our sample unani-
mously remarked on the length o.f time spent in elinic 
before they were seen by a doctor. Some expressed a 
rather philosophical attitude to the effect that waiting 
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was inherent in clinic attendance. Others indicated 
restless annoyance about the number of hours they put in 
until the doctor could se.e them. An example of the latter 
attitude is presented in the case of Mr. Reuben. 
Mr. Reuben, who is legally blind, commented that 
he knew nothing could. be done to shorten the length 
of time spent in clinic. However, his irritation 
was expressed when he added, ni can't do anything 
while I wait. I can't see to read or even to look 
at people. All I can do is sit there for five hours 
and listen to the noise." He commented that he had 
always been a restless and active person who found 
it difficult to be idle for even a few minutes. 
He went on to say, "As I sit there becoming more 
and more restless, I can feel my tension building 
up, and that's no good. My pressure is always away 
up at clinic." 
There were fifteen criticisms about the change of 
doctors. Those who brought this out stated that they 
would feel considerably better if they saw the same doctor 
at each visit, as they would then feel that he knew them 
and had a personal interest in them. 
Implied 1n many comments was an objection to the 
confusion and crowds at clinic~ This was especially 
remarked upon by those who had suffered considerable 
visual loss and found it an effort to find their way 
around amidst the maze of activity. 
Two patients felt that they had been improperly 
or insufficiently informed about their condition. The 
case of Mrs. Davis provided an example of the effects 
o.f this on her .. 
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Mrs. Davis said. that she was given no explanation 
about glaucoma-and its treatment either at clinic 
in the British West Indies, where her condition 
was first diagnosed., or at the Massachusetts Eye 
and Ear Infirmary which she attended. after her 
arrival in Boston. Although she commented that 
the doctors may have said something to her about 
the disease, she was too upset to absorb any 
information at the time. At any rate, her feeling 
was that nothing about glaucoma had been explained 
to her at the Infirmary. On being questioned 
further about this, she exclaimed, "I overheard the 
doctors talking about me. No one told me anything. 
I overheard. them talking about whether or not I 
should have an operation. Two said 'no• two said 
'yes.' · I wasn't going to have an operation if 
they weren't sure about it. I didn't want to pe 
experimented. on." She added that it was after 
this visit that she discontinued clinic attendance 
and went instead to a private doctor, who said 
she did not require surgery. 
Recommendations. There were relatively few recommendations 
made for improving clinic service or procedures. The 
four patients who gave suggestions all spoke of wanting 
the same doctor at each clinic visit. One also stated 
that more comfortable chairs were needed in the waiting 
room. Another added that an improvement could be made 
in arranging reductions in price of medicines. This 
patient presented her ideas as follows. 
Mrs. Hillman, age fifty-four, commented that every 
time a patient obtained a new bottle of medicine, 
she had to repeat information about her financial 
circumstances • and the Admissions nurse decided 
anew on the amount by which the cost would be 
reduced.. Mrs. Hillman went on to say that she 
would prefer to have a fixed percentage taken 
off the price of medicine upon the first visit 
to the pharmacy, and have this agreement indicated 
by a stamp on the clinic card. 
Effects of Glaucoma 
As mentioned in Chapter II, the presence of a 
chronic condition such as· glaucoma can have many effects 
•. 
on the lives of the pa~ient and his family. In the 
following paragraphs we plan to examine more specifically 
some of the effects which this disease has had on the 
members of our sample. 
When we questioned patients about the changes 
wrought in their lives or .attitudes because of glaucoma, 
eight members of our sample commented that they felt 
no effects whatsoever. The remaining ten experienced 
varying degrees of change in their lives or personalities 
as a result of glaucoma. 
Four of the ten patients attributed recurrent 
periods of depression largely to glaucoma and the consequent 
fear of blindness. All commented that they had other 
personal problems as well, but they felt dejected somewhat 
more frequently and with greater intensity than had been 
the case before diagnosis. These patients also mentioned 
being aware of the adverse effects of worry and strain 
upon their conditi~n, and thus they tried to.avoid these 
feelings • One patient in this group changed employment 
as she felt that her previous work as a seamstress was too 
tiring for the eyes. 
Three patients were aware of changes in their 
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lives but felt they were primarily caused by other factors. 
In two cases the other factors were additional illnesses 
which were more pronounced in their symptoms than glaucoma. 
Changes in the lives of the other patients were due largely 
to the process of a.ging. 
Only one patient mentioned difficulty in travelling 
by public transportation .as belng the main effect of 
glaucoma. 
Two patients in the study group found it necessary 
to make considerable adjustments because of loss of vision, 
which can best be 4,escribed by case illustration. The 
first case is that of Mrs. Powell. 
During her first attacks of glaucoma,Mrs. Powell 
suffered considerable loss of sight. As a result, 
she was faced with the necessity of making adjust-
ments to cope with her failing vision. Her first 
major change consisted of moving closer to her 
place of employment 1n order to avoid the ordeal 
·of going to and. from work .by public transportation. 
Before her move, she found that the difficulties 
entailed in travelling, such as the number of 
transfers, the subway stairs·and the rush hour 
crowds, were frightening obstacles to cope with 
1n the faee of her diminished vision. 
At follow-up, Mrs. Powell spoke of changing 
employment within her place of work, as she was 
.beginning to feel unequal to the visual demands 
of her tasks. Her new job would involve less 
use of her eyes and thus reduce some of the strain 
imposed on her at work. 
In addition to the above mentioned effects of 
glaucoma, Mrs. Powell revealed that since the 
. onset of the disease, she felt that she became 
more readily depressed than before. She relates 
her periods of depression to fear of blindness. 
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Mr. Reuben presents the second case illustration 
of the effects of glaucoma. 
As a result of glaucoma, Mr. Reuben, age fifty, 
was legally blind. In addition to coping with the 
· enormity of blin~ess, he was fac·ed with the 
practical ne9essity of finding some new means of 
support for his wife and children, a boy seven, 
and a girl f'ourteen. · 
When we:~asked Mr. Reuben what the effects of 
glaucoma had been on him he commented, "Well, to 
start with, it put me out of work. 11 This to him 
has been a most degrading consequence of losing 
his vision as it affected his whole concept of his 
worth and purpose in life. Blindness not only 
threatened his role as the breadwinner, but it 
cast.doubts on his effectiveness as a man, and 
thwarted his energies and outlets. Mrs. Reuben 
pointed out that he has always been an energetic 
person who was quick and decisive 1n his actions. 
This loss of sight meant that he was forced to 
move with hesitation, which accentuated his dis-
couragement and frustration. He felt that he had 
probably become increasingly moody and pre-occupied 
since his vision failed which was at least partly 
due to the continuous effort and strain imposed on 
him by blindness. 
Despite his depression, Mr. Reuben had the strength 
to make many difficult adjustments which were 
required of him. First of all, he had to give up 
his job as a cab driver, after which he opened a 
small grocery store. This proved too strenuous an 
undertaking as the continuous use of vision was 
involved in keeping books, serving customers, and 
generhl.ly maintaining the business. He felt certain 
that the pressures of this enterprise helped to 
increase his tension which in turn accelerated his 
loss of vision. He thus sold his store after six 
months and subsequently sought aid in vocational 
planning from the Social Service Department at 
Massachusetts Eye and Ear Infirmary, who referred 
him to the Division of the Blind. Through the 
latter organization, Mr. Reuben learned the vending 
machine business and at follow-up, he was supporting 
his family from his earnings as an owner and operator 
of a. vending machine. While Mr. Reuben was learning 
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a new vocation the familY had to move twice to less 
expensive accommodations within the period or one 
and one-half years. 
During his period or adapting to blindness. the 
upheaval was refleeted in the cb.ildren•s behavior. 
His daughter became quite obese and his son was 
temporarily aggressive and difficult to control. 
Both Mr. and Mrs. Reuben attributed their children's 
emotional disturbances to the upset they had expe-
rienced as a result or their father's deteriorated 
vision. The parents sought assistance from Medical 
Social Service and a family agency in helping their 
children to accustom themselves to the changes that 
had taken place. 
Although Mr. Reuben •s visual acuity bad deteriorated 
to the point where he was only able to count fingers 
when he held his hand at a distance of six inches 
from his eyes, he was still anxious to retain his 
existing vision. Thus, despite his periodic dis-
couragement over the effectiveness of treatment, 
he took eyedrops faithfully. 
The case of Mr. Reuben represented the most 
intensive adjustments which any patients in our sample 
found necessary to make. All of these changes took place 
within a period of two to three years, and thus their 
difficulty was increased since he hardly had time to 
acquaint himself with one change before he had to face 
another. In this situation, Social Service played an 
aeti ve part in supporting the family through their crises, 
and in arranging for appropriate rehabilitative and family 
casework services. 
CHAPTER V;£:II 
SUMMARY AND CONCLUSIONS 
This study was done in an effort to determine the 
reasons for the relative degree of delinquency in clinic 
attendance of nineteen glaucomatous patients between 
December 1, 1959, and February 2, 1961. In order to find 
this out and provide systematic knowledge about our sample, 
eighteen patients were interviewed in their respective 
homes and one patient was seen 1n a convalescent home. 
Information pertaining to life situation, social service 
contact, as well as detailed medical history, which 
included patterns of clinic attendance, was culled from 
the body of the medical record prior to the interviews 
when some of this information was elaborated upon. The 
specific areas which were covered included: 
l. The medical history of glaucoma in which 
consideration was given to the patient 1 s experiences during 
the course of the disease from the period preceding diagnosis 
to the beginning of our follow-up study. 
2. Subjective factors that may have affected the 
patient's attention to treatment. These embraced patient 
knowledge of and attitude towards the disease and its 
treatment, the role of emotions in the disease, and the 
patients' personal evaluation of their treatment participa-
tion. 
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3. Environmental factors were also taken into 
consideration. These included family knowledge of and 
attitudes towards the disease, practical difficulties 
in following the medical regimen and the effects of 
glaucoma upon the patient. 
In consider~ the patient experience with glaucoma 
and its treatment, we found that nine patients delayed 
in seeking· medical attention following the onset of 
symptoms. The length of delay was from one to forty-two 
months. Eight of these nine patients sought medical eare 
at clinics. Six of the eight patients who responded 
immediately to the presence of symptoms sought treatment 
from private doctors. The size of' the sample does not 
allow this observation to be statistically significant. 
However, we may speculate that the impersonality of clinic 
eare, the time consuming procedural demands, and the 
necessity of making an appointment long 1n advance 
discourage the patients from seeking care until the matter 
is almost an ophthalmologic emergency. 
The degree of central and field visual loss 
between diagnosis and follow-up sustained by the,patients 
was not, on the whole, great enough to impose noteworthy 
restrictions on their lives. Thus we did not feel that 
it would be advantageous to correlate visual failure and 
the pattern of clinic attendance. Only two individuals 
had severe central and field deterioration between 
diagnosis and follow-up. The visual loss of one could be 
directly attributed to the patient's laxity in taking 
medication and attending clinic whereas the field loss of 
the other was a consequence of ten years delay in carrying 
out recommendations for surgery. 
With regard to the categories of clinic attendance 1 
only three patients consistently fit into the divisions 
they qualified for during our speci£ied time interval. 
One patient out of the seven who were irregular was 
continually irregular, whereas two of the nine were uni-
formly delinquent. ·Two of the three discontinued patients 
left clinic after receiving recommendations for surgery. 
At follow-up, on~ of these was being seen regularly by 
a private doctor, while the other was receiving no medical 
care. The third discontinued patient was continuing treat-
ment with a private doctor, but we wondered at her accept-
ance of her condition since she had made several changes 
in her medical care within a relatively short period of 
time. 
The r~maining conclusions apply to eighteen members 
of our sample, as we were unable to obtain responses from 
one)patient, due to a language barrier. On the whole, 
our group of patients seemed to have a fair degree of 
knowledge about glaucoma 1 as thirteen of the eighteen 
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had some or considerable comprehension of the disease at 
follow-up. However 1 there did not appear to be any striking 
relationship between patient knowledge and clinic attendance. 
The two patients in our group who were receiving treatment 
regularly from pri vat.e doctors had considerable knowledge. 
At the same time, five of' the eight delinquent patients 
whom we interviewed had considerable understanding of' 
. their condition. 
Generally speaking, we found that families had 
less comprehension of glaucoma than did the patients. 
However, the delinquent patients, with the exception of 
one, had relatives with either some or considerable knowledge 
of the disease. Because of the relatively adequate knowl-
edge which the majority of the patients and their families 
had. of' glaucoma, we felt that there must be factors 
operating other than lack of' understanding to account for 
negligen~e in following medical care. 
We learned that the patients who expressed neither 
fear nor worry about glaucoma were the most neglectful 
in their attention to treatment. We felt it likely that 
they were considerably more fearful than they admitted 
and tha:t their seeming lack of affect quite possibly 
indicated use of' denial, with the result that their 
' 
ability to realistically assess the disease was impaired. 
If' our assumption is correct, it can readily be seen that 
the role of the social worker is a vital one in helping 
the patient to use his energy for controlling rather than 
avoiding the disease. 
Seven patients expressed fear of blindness and five 
showed acceptance towards the disease and the necessity 
for continued medical care. On the whole, the families 
appeared more detached and less emotionally i~volved in 
the disease than did the patients. 
The patients tended to feel that they were faithful 
in taking miotics. They noted a number of practical 
difficulties that interfered with their clinic attendance, 
but illness emerged as the main reason for neglect of this 
aspect of their treatment regimen. 
Only two patients 1n our sample had to make several 
changes in their lives because of the effects of glaucoma. 
These adjustments included moving to a more convenient 
or less expensive location, securing employment suitable 
to deteriorating visual acuity and coping with the family 
and personal problems which arose out of the visual handicap. 
We found that the patients in the group gave the 
impression of being tense, nervous people. Several had 
emotional difficulties to deal with either in the past or 
at follow-up. In these respects our conclusions agree 
with a number of studies that have been written on 
personality structure of glaucoma patients. 
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The nine patients who had contact with the Social 
Service Department were positive in their attitudes towards 
the Medical Social Workers. These patients felt that they 
bad received valuable help in terms of practical assistance 
and/or emotional support. The patients who did not see 
a social worker gave various reasons for their lack of 
contact, but the most frequent response was that they saw 
no ·need for a social worker, since they understood the 
illness and were not having any particular difficulties. 
There were numerous criticisms about not having 
the same doctor at each clinic visit. The patients who 
brought this out stated that they liked to grow accustomed 
to one doctor in particular as they then felt the doctor 
knew their condition thoroughly and had a personal interest 
in them. The patients in our sample unanimously remarked 
about the length of time spent waiting in clinic before 
the·y were , seen by· a doctor, and implied in many comments 
was an objection to the confusion and crowds at clinic. 
One patient commented that every time she obtained 
a new bottle of medicine she had to repeat information 
about her financial circumstances, while the admissions' 
nurse decided anew on the amount by which the cost would be 
reduced. This patient stated that she would prefer to have 
a fixed percentage taken off the price of medicine at the 
first visit to the clinic pharmacy and have this agreement 
lOC 
indicated by a stamp to the effect on the clinic card. 
All of the patients received us very warmly and 
were both flattered and surprised that we took the effort 
to come to their homes. Upon learning that we did not have 
cars several patients offered to drive us to a bus stop 
or into the city. ·our method of' approach, that we were 
doing a research project for the Infirmary which was 
interested in knowing .how their glaucoma patients were 
doing since it was realized that treatm_ent makes demands 
on the individual, paved the way for a more frank and 
sincere interview. We sensed that on the whole, the 
patients felt we empathized with their respective situations, 
and our visits did much to convey the interest and good 
will of' the Infirmary. 
In the course of these interviews, we inadvertently 
answered many of the patients' questions about glaucoma, 
and thus relieved some anxiety an6. aoubt on their part. 
Our experience convinced us of the worth of "reaching out n 
to patients in preventive medicine. By making home visits 
we felt that we encouraged several- of them to continue 
or resume clinic attendance and helped to restore or 
enhance their faith in the hospital. 
101 
APPENDIX 
-L 
.rr. 
B a sic Inform~tion: 
APPENDIX A 
MEDICAL SCHEDULE 
..... . . 
·~ ·<·. . .f' 4 •• ·~ ...... :_ ' 
·~-..... -
.. 1. Unit No • . 2. No. 3. Address ... 
----~~~ --~ ~------~~~------~-----
-4. Phone 5. Date of birth. 6. M S D W Sep 
----------- (circle one) 
7. Sex: M F 
-·-
. H cispita1 Contact: 
·· ... 8~ (a) Date of initial diagnosis .... ( ________ (b) Age at diagnosis...;·~..;,;.___;;_~~-
.. 9. Date first known to. Glaucoma Consultation Service 
--~------------~~--
.. 10.. Number of appointments in Eye Clinic before referral to· GCS ___ ;...__;_;..._:.....-.__.:...._ 
,11. Referred to Social Service (a) Y es_No_ (b) Date _________________ _ 
l2. Known to Social Service Yes No 
l3,. Number of appointments per year 1955_195-6_1957_1958 ...._ 1959_1960_-..:...'-
(a) NUmber of appointments failed within year 1955 195.6 i957 1958 
- -l959_19.6Q 
(b) Reason if known 
-----~~-~------------~--~--'-~-~~:.....-.~ 
Ill:. Cultural Background: 
1.5.. Birthplace 
------~---~~~~~--~-
1.6~ Ethnic Identification: Race Nationality 
----------- ·~~-'-~--~------
l7. Evidence of native language other than English 
18.. Religio!l 
~~--------------
IV. Life Situation: 
19. Sgle Hse_Apt_Bding Hse-Effi-Nsing Hme ___ Hosp_ 
Other 
~--~------------'---~~--~~--~~~ 
20. Persons in household with relationship to patient. 
Adults Children wit~ Age 
21., Principal Occ. of pt.. Present Occ of pt~-
.... _.,...,_ ,..,...---.,.--,-- (if di . ..:., . ...,..ff=e-r_e_n....,.t_,),------
22.· Employment status: (a.) Full time (b) Part time__,,.--..,_.,...,_ 
(c) unemployed) (give reasons) 
--------~~~~------------------~ 
23. Sources of Income for Household 
Salary. Earned by Public Assistance 
Social Security ~-----~~Pensions ~~----------------
.Other 
------------------------~--
24. Evidence of any key figures in patientts life~ 
V.t Illness: 
. f 
25. . Initial Diagnosis .. 
L 
------~------~~--~~~.,.--,-~~--~~------------------------- ·-
R 
----,--------~--~~--~--~--~~----------~----------------
26. Vision at Diagnosis 
Central Vision L R ---~~~ ~~----~ 
Field Vision L R 
--------- -~~----
(a) Visual acuity one eye Both eyes 
L R 
(b) Legally Blind L R 
(c) Absolutely 
blind L R 
Tension at Diagnosis L R 27~ 
28. Duration of symptoms before seeking treatment 
29. Reason for seeking treatment at this time 
30. Patients understanding of and attitude toward illness. 
31. Evidence of communication difficulty~ Language 
Phys.Dis. 
------------------
32. Estimate of patientts ability to carry out treatment recommendations. 
(Indicate Source) 
33. Any other major concurrent illness 
--------------------------------------~ 
...... 
· 34~ Last clinic attendance, date • 
----------------------------
VI. Social Service: 
if 
35: Attitude toward Social Service 
- .... 
36, Duration and :frequency of Social Service contacta. 
----------------~------
.. . ;' :~ '. 
37 .~ Social Service Plan 
AP~~IX.B 
Intervie~ Schedule 
.. Code Number 5. Marital Status MSDW (circle one) 
!• Unit# 6. Phone number 
~. Sex M F 7. Living Arrangementa: 
~· Date of Birth 8. Employment 
9 • Residence 
---.,...,----,---'--
street City or town 
I. Pre-Diagnostic History of Glaucomm 
LO. Why p_atient first attended clinic at M.E.E. ~. 
11. If patient delayed in seekj;ng immediate medical advice -
a. How long 
b. Reasons 
... ···. 
II ...... Psycho-Social As1?ect,~ c-f Glauc'J:.m 
state 
12. ' Patient 1 s knowledge of diagnosis and treatment regime of Glaucoma -
a. Prior to diagnosis 
b. At the time o:f medical recommendations. 
-··. '""' 
c. At :follow-up 
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-
... 
. $• Familyts lmowledge of diagnosis and treatment of Glauco~ .. 
Pi'icr to c;liagnGsis 
At the time o£ tned;tcal recommendationS' 
-. ' ' . ' . ~ . . : ... . . . 
1.4~ ,fatient '! s reaction to diagnosis and tre9-tment regime of Glaucoma ~ 
' ~- . ,, 
b~ At follow~u~ 
., 
l5-+ f~mi1y 1 s reaction t~\ \~a~osJ..~ apd 'br~atment ~gime ~ d~uco~ ·~ 
a., At the time ~?>i, ~~~os;is 
b. At follow-up 
16. Patient's attitude toward clinic procedures 
a1. Description of his experience 
b' OritiGiswa and recommendations ~ 
jt Patiept 1 s evaluation of his treatm~nt participation~ 
L8~ Practical difficulties in carrying out the treatment regime ~ 
).,9• Influence of family 1 s react;J,.:On on patient 1 s participation in treatme11t reg;i.i)l$..,-
20~ Patient's e*Pe~ienoe with and response to Social Service -
21~ Othe~ crises ~ +ife of patient and time of occurenQe" 
b .. 
Patientts handling ofother q:pises (i~e; emotiq~f. reactions and 
degree of responsibility assUmed) 
Fami.lyt s handling of other crises (i.,e., emotional reactions and degree 
of responsibility assumed) 
III. Effects of Glaucoma 
!2. Family relationships -
~3. Living arrangements -
~l:i.. Employment -
25. .. Mobility ,-
26 ... Personality changes -
1V. Interviewer~s evaluation of patient and circumstapce~ ~ 
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